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AIDS EDUCATION CF SCHOOL-AGED YOUTH 



THURSDAY, MAY 3, 1990 

U.S. Senate, 
Committee on Gover. ^mental Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 9:35 a.m., in room 
SD-342, Dirksen Senate Office Building, Hon. John Glenn, Chair- 
man of the Committee, presiding. 

Present: Senators Glenn, Kohl, and Heinz. 

OPENING STATEMENT OF CHAIRMAN GLENN 

Chairman Glenn. The Committee will come to order. 

Today's hearing is about children and teenagers who, in the 
words of one of our witnesses, are lovable, capable and of infinite 
worth. None of us would quarrel with that one, certainly. However, 
it is simply not good enough that we adults know this about our 
children It is essential that every young person believe this about 
himself and channel that self-esteem to eliminate or reduce the 
risk of becoming infected with the human immunodeficiency virus 
(HIV), which causes AIDS. 

Now, that is no easy task. As they grow up in the world today, 
young persons facf* mcreasing pressure to engage in high-risk be- 
havior such as IV drug use and sexual activity. Too often, family 
constraints, guidance, and counseling are missing or just not there. 
Tragically, too man> youths have no idea where their next meal or 
bed is coming from It is not surprising that those realities tend to 
skew a young person s ability to evaluate the threat of death from 
AIDS 5 to 10 years Hown the road. 

The Centers for Disease Control (CDC) is the lead Federal agency 
responsible for educating our school^aged youth about the dangers 
of AIDS and ways to avoid HIV infection. While CDC grants for 
such education have grown from $7 million in 1987 to over $40 mil- 
lion in 1990, infj>-mation about the resulting programs— what is 
working and what is not working— has been limited. As a result, 
the^Governmental Affairs Committee requested that GAO evaluate 
CDC s efforts, and C \0 has prepared its findings and recommenda- 
tions in two reports, which we are releasing today. I believe those 
are probably copies of the two reports back there on the table that 
are available now. 

The OAO's first report is based on its nationwide survey of 
school districts and their policies toward reaching kids who stay in 
school, and training teachers to teach about this very sensitive sub- 
ject The GAO found that for this nationwide problem, more Feder- 
al leadership is needed to improve not only HIV curriculum, but 

(1) 
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also teacher training and information about students' knowledge, 
behavior arid beliefs. 

The second GAO report concerns the slow progress by the Feder- 
al. State and local governments to reach the small but critical per- 
centage of youth who are not in school. This group includes the 
runaways, the homeless, the incarcerated, the migrants, and street 
youth who may be involved in a variety of high-risk behaviors such 
as IV drug use and prostitution. 

As much as people may want to get AIDS behind them, get rid of 
it, thus get the problem solvtd and go on, the epidemic among 
youth may be only just beginning. According to CDC, there are 500 
reported cases of AIDS among teenagers. Now, that does not sound 
like much, does it? Five hundred cases of AIDS among teenagers. 
And that figure is small when compared with the over 100,000 
AIDS cases overall, but it is no comfort to the health experts who 
know it is possible to be infected v^dth the human immunodefi- 
ciency virus and not show any symptoms of the disease fur 10 years" 
or more. So, that figure of 500 confirmed AIDS cases now among 
teenagers undoubtedly translates into many, many, many times 
that number who now have the virus that will progress to AIDS as 
the teens go into their twenties. In fact, health experts see that 20 
percent of those people diagnosed with AIDS in this country are be- 
tween the ages of 20 and 29. 

And there are abundant signs that the virus is spreading. Some 
doctors report that they now have a dozen infected teenage pa- 
tients, while only a year ago they had one or none. Studies indicate 
that as many as 1 percent of teenagers in cities like New York and 
Miami, where the virus is prevalent, are already infected— 1 per- 
cent, 1 out of every 100 kids you would run into would have the 
HIV virus now in some of those areas. That translates into an 
enormous and expensive medical problem for our Nation until a 
cure and a preventive vaccine can be developed. 

In the meantime, the battle against the disease can only be won 
if our children ire taught how to fight against further infection. 
Indeed, the P esidential Commission on the HIV Epidemic has 
stated. "The term 'AIDS' is obsolete. 'HIV infection more correctly 
defi nes the problem . . . Continued focus on the label *AIDS' con- 
tributes to the lack of understanding of the importance of HIV in- 
fection as the more significant element for taking control of the 
epi lemic Since education is still the most potent weapon we have 
to control this epidemic, we need education programs that provide 
the facts about this disease. We need education programs that pro- 
mote safe behaviors. 

Most of all, we need education programs that work, and today 
that is what we are trying to explore, what is working and what is 
not, and how do we know. 

Now, I want to do something a little unusual this morning. I do 
not usually do this, jut I am going to read from the report. I know 
the report is available and the press people and all the lest of you 
can read it as wel! as I can, so there is no need to read it. But I was 
rereading some of it this morning, and it was so shocking that I 
think it is worthwhile to read this into the record and draw special 
emphasis to it, so we realize what the risk is and what the situa- 




tion is with regard to trying to control the spread of this HIV virus 
among our young people. 

Let me just quote in part from this and, for those of you who 
have copies of it, it is on page 10 of the report on school programs. 
Starting out at the bottom: 

Yet the m>th that there is no need to educate heterosexuals because the disease is 
not spreading beyond homosexual or drug-using people persists, the Citizens com- 
mission says This belief hinders adequate education efforts. 

Many teenagers engage in sexual behavior, such as unprotected intercourse or 
intercourse with two or more partners, that can transmit HIV. Data show that. 

1. Youth have sex at an early age— the average age of first intercourse is 16. The 
Office of Technology Assessment reports that 78 percent of males and 63 percent of 
females have sex while teenagers. 

2 For many adolescents, sexual activity is frequent or often with more than one 
partners. Among unmarried females 15 to 19 years old, about 40 percent reported 
having sex once a week or more, and ol percent reported having two or more part- 
ners. 

This is the age group 15 to 19 we are talking about. 

An tTicial of a national organisation serving youth said that adolescents interpret 
a "^ong-.jrm monogamous relationship" U be one with their current lover that lasts 
for several months 

3 Much of teenagers' sexual intercourse occurs without the protection of con- 
doms Although estimates \ar>, studies we reviewed found that only about one-quar 
ter of sexually active adolescents used condoms. Serial monogamy in combination 
With the reluctance to use condoms with one's monogamous lover exposes youth to 
the risks associated with unprotected intercourse with multiple partners 

Homosexual youth, particulaiiy males, are »f s^ial concern as they have been 
one of the high risk groups for HIV transmission in the United States. As youth, 
these teens a!jo search for their identity and struggle to establish satisfying rela- 
tionships, leading them, in some cases, to experiment with heterosexual afTiliations 
Thib places lesbian youth, who generally would be in a low-risk category, at height- 
ened nsk of infection Such exploration diso serves as a possible link between homo- 
sexual and heterosexual youth in the transmission of HIV. 

Thus, many teenagers are at risk of HIV infection through sexual contact The 
gravity of the situation is indicated by the fact that young people have the highest 
incidence of sexually transmitted disease iSTD)— as it is called— in comparison with 
other age categories. 

Listen to this: 

Nearly one-half of the 20 million STD patients are under age 25 About 2 5 mil- 
lion teenagers contract a sexually transmitted disease annually. The incidence of 
STD among minority youth is generally far higher than among thtir \vhite counter 
parts 

Women who become pregnant through unprotected sexual activities place not 
only themselves, but also their unborn children, at risk of HIV infection, as the 
Virus tan be transmitteu ^jerinatally. Ten percent of teenage womer Hecome preg 
nant every year, and 40 percent of U S. teens will become pregnant at least once 
before age 20, the Guttmachei Institute reports. There are I million teen pregnan 
cies each year. 

I guess the answer to that is you do not just say ''don't/' because 
that IS not going to work. But I found those figures really shocking. 
As I say, I think I cm pretty well up on things and keep in touch 
with the kids and all, but that kind of stuff shocks me and there 
just ig no way around it. We have a bit of a problem, it is a nation- 
al problem and i^ is one we are trying to address here today. 

I do not want to go on. We are here to hear our witnesses, not 
me today, but I found that shocking enough that I thought it was 
good to draA' special emphasis to it this morning. 

One of our Committee members who has repeatedly expressed a 
very, very major interest in issues related to kids and our young 
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people and how we can improve their lot and do things here at the 
Federal level where wo address problems that are national is Sena- 
tor Kohl. He has been active in looking Into these different areas * 
and supporting our efforts in that area. He has another hearing 
this morning he has to go to and preside over, at 11 o'clock, so he 
could not preside over the whole hearing this morning. But he will ^ 
be taking the lead in some of these areas and I am particularly 
grateful for his help and for the wonderful v/ork that he is doin^ in 
this area. I am glad he can be here at least for the first hour or so 
of the hearing this morning, and he will be taking the lead in a lot 
of these areas for the committee in the iuture. 
Senator Kohl. 

OPENING STATEMENT OF SENATOR KOHL 

Senator Kohl. Thank you very much, Mr. Chairman. 

There is no question among experts that AIDS is the most dire 
public health crisis facing our country today. Over 120,000 Ameri- 
cans have alread> been diagnosed with the disease and, of these, 
over 70,000 have died. 

It is estimated that more than 1 million people in our country 
are HIV infected. There are very many who are not learning about 
AIDS. They are not being taught to avoid the behavior that leads 
to HIV infection, nor are they learning how to deal compassionate- 
1> vvith perbons with AIDS. Without adequate education, two things 
happen. Kids continue to believe they are immune iVom this dis- 
ease and misunderstanding and prejudice are allowed to festei. 

The GAO reports that one-third of America's schools are not pro- 
viding AIDS education, '^he GAO also reports that many of the 
schools that do provide AIDS education are not doing enough. 
Many students only learn about AIDS once in the 7th or 8th grade, 
when they are low risk of infectioa. 

In my own State of Wit^consin, the only money being spent on in- 
school education is $246,000 of Federal n.oney allocated by the 
CDC. This effort is grossly under-funded. Recent legislation passed 
b> the State Legislature would have required students to take at 
least two comprehensive AIDS education programs, but this legisla- 
tion was vetoed. Tha rationale was Ir.ck of funds, not the expense 
to society causeii by an increasing number of kids coming down 
with AIDS. 

As tough as it is to get the message to kids in the classroom, it is 
infinitely more difficult to reach kids on the street and they are at 
incredible risk. A report released just 2 weeks ago by the Wisconsin 
Division of Health stated that 1 in 500 Wisconsin residents became 
infected with the HIV virus in the 1980 s. In the next decade, be- ^ 
tween 9,300 and 14,000 more will become infected. Kids on the 
street are easy targets for both the pusher and the pimp, and if we 
cannot find a way to reach out to these young people, we will be 
writing a lot of death sentences. ^ • 

Part of what we hope to learn here today is what is being done 
right. It seems important that, if we are going to stem the spread 
of thib disease in both high school and outof-school populations, we 
need a sense of what is happening in those kids' lives and what 
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their needs are, then we have to match our resources with these 
^ needs. • 

One of the things that strikes me is how different it is to be a kid 
growing up in the 1990's. I did not have to worry about AIDS or ^ 
drugs or street crime. I could just be a kid and have fun, and 
I sooner or later start taking responsibility for a life full of hope and i 

bright prospects. If I screwed up — which I want to assure the 
Chairman I never did — it was not a life or death sentence, it was ' 
just part of growing up and I could learn from my mistakes and 
move on. The stakes for that screw-up today are much higher. 

With dangers like AIDS, ignorance kills. Getting the word out to ' 
today's young people is a special challenge and I hope some of our 
witnesses can shed some lighc on the best ways to face that chal- ; 
lenge. - 

So, I thank the Chairman for his leadership on this critical issue 
and look forward to hearing from our witnesses. 
Chairman Glenn. Thank you, Senator Kchl. 
Senator Heinz, any comments? 

OPENING STATEMENT OF SEN.\TOR HEINZ 
Senator Heinz. Just briefly, Mr. Chairman. 

First, It was my hope to spend a fair amount of time here this 
morning, but I have two other hearings, both starting at 10:00. I 
did want to come by to commend you for conducting this hearing, 
Mr. Chairman, on AIDS prevention and education, activities. And, 
I agree with Senator Kohl, on the need to be directed more than 
ever before at our young people. I think Senator Kohl was extreme- 
ly eloquent about the costs of being wrong today. 

Twenty or 30 years ago, if you made a mistake, the cost was not 
fatal. Today, life literally depends on avoiding mistakes. Outside of 
the research laboratory, education and counseling on HIV is our 
best line of defense to combat the growing AIDS HIV epidemic. I 
for one see absolutely no alternative ».o early intervention with 
education as a means of helping control the spread of HIV infec- 
tion. I particularly want to commend and applaud the Centers for 
Disease Control for their efforts in this area. 

J say that, because the Centers for Disease control has developed 
a range of HIV risk assessment prevention activities, including ef- 
foits targeted to school- and college-age youth. I hope, indeed I an- 
ticipate that today's hearing is going to illustrate that more must 
be done to strengthen HIV education and preventio.. outreach for 
our youth. 

An effective cure for AIDS, in spite of newspaper articles that 
might lead you to conclude, is out of our immediate grasp. ^ otwith 
<• standing the possibility at some fut'ire time of perhaps a vaccine, 

that is not where we are today, let alone any place close to a cure. 
As long as people do not delude thei.iselves into believing there is 
some imme\^iate magic technological, biological fix just over the ho- 
• rizon, then I think we should focus and will focus correctly on the 

prevention, education, and outreach that is necessar> and a sound 
investment. 

Mr. Chairman, I look forward to working with you. Senator 
Kohl, other members of this Committee, the administration, and 
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the CDC, to niake sure that we improve insofar as we can and fuUv 
support our current endeavors and efforts to reach this verv vul- 
nerabie segment of our population, namely, our younger people. * 

Thank you, Mr. Chairman. 

Chairman Glenn. Thank you. Senator Heinz. 

We will proceed. Wo do have quite a witness list this morning, I ^ 
hope we have not overstepped ourselves in trying to do too much 
this morning with too many witnesses. I think we have eight or 
nine to appear and some of them have one or two people accompa- 
nying them, so we are going to have to move right along this morn- 
ing. . ^ . 1 

Our first panel, Mr. Mark V. Nadel, Associate Director, National 
and Public Health Issues of GAO; accomparied by Ms. Terunl Po- 
sengren, Evaluator-in-Charge of the Bos'.on Regional Ofiic^ of 
GAO; and Mr. Martin Landry, Evaluator-in-Charge of the Atunta 
Regional Office of GAO. 

Mr. Nadel, we look forward ii your testimony. As I said earlier, 
in reading that GAO report this morning, I was rather shocked at 
what you have found just with regard to behavioral matters which 
indicates, even emphasizes how difficult it is going to be to deal 
with this whole thing. 

We appreciate your testimony, 

TESTIMONY OF MARK V. NADEL, ASSOCIATE DIRECTOR, NATION- 
AL AND PUBLIC HEALTH ISSUES, U.S. GENERAL ACCOUNTING 
OFFICE,* ACCOMPANIED BY TERUNI ROSENGREN, EVALUA- 
TORIN-CJJARGE, BOSTON REGIONAL OFFICE, AND MARTIN 
LANDRY. EVALUATOR-IN-CHARGE, ATLANTA REGIONAL 
OFFICE 

Mr. Nadel. Mr. Chairman and members of the Committee, I am 
pleased to be here todiy to discuss our review of education pro- 
grams for youth designed to limit the spread of HIV infection. 
AiDS education generally refers to programs to provide young 

ale with the knowledge and skill to avoid high-risk behavior 
ing to HIV infection. ^ ^ t 

We focused our work on programs sponsored by CDC. In 1990, 
CDC allocated $438 million of its fiscal year budget for all AIDb 
programs. As shown in the chart,^ about half of these funds were 
used for prevention activities such as counseling and testing and 
health education and risk reduction. About 10 percent of CDC s 
overall AIDS f andjng was targeted specifically for youth edMcation 
activities, which is the subject of my testimony today These activi- 
ties are generally run by State and local agencies which receive 
CDC funding, 

I will be summarizing our findings very briefly, Mr. Chairmaii. 
because I know time is tight. 9 

While American teenagers have received essential information 
on how to minimise the risk of becoming infected, we found that 
there still are gaps in the provision of AIDS education. 

With regard tc the programs for kids in school, I would like to . 
make four points. First, while AIDS education is offered in two- 
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thirds of the Nation s school districts, smaller districts are much 
less likeV to offer it. Second, AIDS education is usualJy not provid- 

• ed at the upper-grade levels where the nee^ may be greatest. CDC 
has recommended that students at every grade level receive age- 
appropriate AIDS education. However, only 5 percent of school dis- 
tricts did so. Coverage has been most extensive in the middle 
grades, roughly grades 7 through 10, and much less so in the upper 
grades. 

As our chart shows, only 15 percent of school districts provided 
AIDS education in the Uth and 12th grades. This . troublesome, 
b^^use, as you pointed out earlier, sexual activity is likely to in- 
crease at these gt^ade levels. 

Third, essential data needed for planning and evaluation are in- 
adequate. For programs to set priorities, evaluate success and im- 
prove operations, they must collect data based on students' HIV 
knowledge, beliefs and sexual and drug behaviors. However, over 
80 percent of the recipients of CDC funds did not collect this infor- 
mation in an effective manner 

Finally, there is i. sufficient teacher training in most school di.s- 
tricts. We have made a number of recommendations to the Secre- 
tary of Health and Human Services. Generally, we have recom- 
mended that CDC be required to provide more guidance and leader- 
ship to local education agencies for the provision of HIV education 
in the upper grades ana in smaller school districts, to overcome 
barriers to the collection of essential information, and to develop 
guidelines for teacher training. 

Now I would like to turn to the status of HIV education for out- 
of-school youth who, you pointed out, are at higher risk because 
of their sexual and drug use behaviors. Providing AIDS education 
to this population is especially difficult, because they are hard to 
reach and resistant to prevention messages. 

CDCs Division of Adolescent and School Health, v/hich I shall 
refer to as DASH, has the lead responsibility for out-of-school 
youth, as well as for in-school youth, but we founc that DASH has 
been s^ow to address the AIDS education ne-ds of the out-of-school 
poDulation. 

State and local education agencies who are the primary recipi- 
^"^u^^n^^^^ funding are not geared to serving out-of-school 
youth Because they lack experience with out-of-school youth and 
the organizations serving them, few of the education departments 
targeted them for any AIDS education services. 

DASH also funded six national organizations whose programs in- 
cluded ou* )f-school youth, and these organizations received almost 
SIX percent of the division's funds for all youth AIDS education. 

Because their efforts did not effectively serve out-of-school youth, 
DASH plans to fund six local health departments or other local 
agencies to serve as focal points. These designated agencies will co- 
ordinate comprehensive community services, including AIDS edu- 
cation in high incidence cities. 

However, another center in CDC, the Center for Prevention Serv- 

• ices, already funds similar prevention programs in the same agen- 
cies We believe these programs potentially duplicate DASHs 
planned initiative to fund health departments to target out-of- 
school youth Considering the urgent need to reach these high-risk 
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youth, we recommend that CDC consider concentrating its efforts 
where the system is already in place to reach this population, 
rather than waiting to develop a new initiative. 

This concludes the summary of my statement, Mr. Chairman. I 
*.vould be happy to answer any questions from the Committee. 

Chairman Glenn. Fine. Thank you very much. 

Why not the 11th and 12th grades? Why does education fall off 
there? There must be some reason for this. That is obviously one of 
the periods of highest risk. Why is there less attention given? Is 
the idea that if you get them in the 7th, 8th, 9th and 10th, grades 
you have set the patterns that will then follow later on? It just 
seems to be irrational not to concentrate in the two top years of 
high school, when I would Ihink sexual activity is probably going to 
be the very highest. 

Mr. Nadel. It seems to be a matter of curricular considerations, 
Mr Chairman. AIDS education is usually provided in the context 
of health education courses and these health education courses are 
most usually given in the junior high and early high school years. 
When there is no more health education, there appears to be no 
more AIDS education. 

Secondly, educators have told us that there is already a very 
crowded school curricular and they find it difficult to shoehorn 
AIDS education in beyond the context of health education courses. 

Chairman Glenn. Well, J can appreciate that we have got a full 
curriculum, but we are going to have some full graveyards out 
there, too, if we do not do something about this, unless we can find 
a better solution to the problem than we have so far. 

In the spring of 1988, CDC assisted 24 States who agreed to ad- 
minister a survey of students' knowledge, behavior and beliefs. Of 
those 24 States, only four used the survey questions that develop|ed 
baseline data about students' behaviors that may result in HIV in- 
fection The other 20 States just used the questions going to stu- 
dents' knowledge and beliefs about HIV. How could we best break 
down this resistance to learning about students' sexual or drug use 
behaviors? Do you have any thoughts on that? 

Mr, Nadel. I think the first thing we need to do is to more care- 
fully identify what those behaviors are. We think we know what 
some of them are, reaction in seme communities against the sensi- 
tiv3 nature of surveys probing students' sexual behaviors, fear in 
some school districts about publicity showing a very high propor- 
tion of their students use drugs or engaging in sex, premarital sex. 
so there are those kinds of concerns and there may be others. 

The first thing is to identify, and once you identify them, to try 
to break down those barriers. Some of the things that might be 
done are to go to those school districts which have been succesjful 
in having surveys which completely surveyed the KBB s and find 
out what they did right, how did they overcome potential communi- 
ty opposition. Another possibility is to try to allay the fears of 
school districts and schools who do not want publicity, as I said. 
Perhaps the data could be confidential and only aggregated for 
public consumption at the State level, so no district o- school needs 
to feel that it Is vulnerable to criticism by parents. 

There are probably more ways and I think CDC could well ad- 
dress means to break aown these barriers. 
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I should add, Mr Chairman, that the barriers, of course, that the 
barriers are not only at the local school district. There has been 
considerable opposition here in Washington to attempts to have 
surveys which ask people about their sexual behaviors. 

Chairman Glenn. Well, that is all very titillating. We aU 
giggle when we discuss these issues. Too many people do. It is nice 
that we all sit around thinking that our sons and daughters are out 
there being nice pure sons and daughters, except the statistics, if 
these things are even half-way correct that I read into the record 
earlier, show what the kids are actually doing, 

Mr, Nadel. That is collect, Mr. Chairman, 

Chairman Glenn. I cannot change that and we cannot pass a 
law that changes that, and parents cannot really control that, so 
the next best thing is to try, it seems to me, to get the information 
so that at least we can address this, and I would Lope that people 
would start cooperating. We just ,vant to take a head-in-the-sand 
approach that we will not deal with this, because we do not want 
to think about our daughter getting pregnant, we do not want to 
think about our son being a father at the age of 15 or 16, So we 
just put our heads in the sand and say no, it will all go away some- 
how. Yet, while they are doing this and becoming fathers and 
mothers at an earlier age, that is enough of a problem in itself. 
They are going to kill themselves, too often, with the spread of 
AIDS and that is what we are trying to prevent. 

We are going by the 5-minute rule this morning here. Senator 
Kohl. 

Senator Kohl. Tha ik you, Mr. Chairman, 

Mr. Nadel would ou agree that, in many instances, the reason 
that ^schools are . , providing AIDS education or providing only to 
the 7th and 8th graders, it is because of some general discomfort 
from a political perspective with the wnole issue of sex education? 
And to the extent that these problems are real, what specific types 
of things should we be doing through cooperative agreements that 
can facilitate education at the local level? 

Mr Nadel. I would like Mr. Landry to address that, because I 
know he has given this a lot of thought. 

Mr Landry. Yes, Senator, I think there may be some areas of 
the country where there is more reluctance to deal with this issue 
than in others. I think one thing types of hearings like this help 
bring out is to impress upon people the importance of educating 
their children. 

For example, some children may be from rural areas whose 
school systems n^?t\ not think they need AIDS education. They 
need to think ahead that many of those children will be moving 
from rural areas to urban areas, where there is a much greater 
chance of getting the virus, and those children need to have the in- 
formation and be aware of the risk factors that they will have to 
deal with :n those more urban environments. 

Senato" Kohl. So, are you saying there is a level of discomfort 
with the discussion of AIDS and sex at the school level? 

Mr. Landry. Yes, Senator, very much so, there is in some loca- 
tions. 

Mr Nadel We also found. Senator, we reported on the results of 
the Guttmacher survey of what is actually taught, that the more 
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sensitive and explicit the topic, as one might expect, the less cover- 
age there is in the classroom. There might be, you know, general 
discussions of the use of condoms, but once you get to more specific 
issues regarding the use of condoms, both classroom coverage as 
well as teacher training tends to drop off, so we think that is due 
to the sensitivity of the subjects. 

Senator Kohl. All right. On the issue of data and research on 
the kids* knowledge, behaviors and beliefs, on the one hand, we say 
we have a crisis, an epidemic, so we need to respond to that imme- 
diately. On the jther hand, we seem to be saying also that, in order 
to make most effective use of our limited resources, we have to get 
better information on the kids. So, how dc we balance these two 
things? And how many variations of the message really are there? 
Can we not design a model curriculum that touches all the bases 
and is still targeted to those kids in an appropriate fashion? 

Mr Nadel. Senator, that is why we called for some greater ef- 
forts for CDC to exert more Federal leadership. It may be that 
there is a model curriculum. CIX! has given guidance on generally 
the kinds of subjects to be covered and also has given guidance on 
the kind of survey that should be used, but perhaps there needs to 
be more emphasis on the fact that school districts do not have to 
reinvent the wheel and perhaps there should be more of a push for 
a model curriculum. 

I know there is some resistance to Washington prescribing what 
the States should teach, but given the urgency of this problem, per- 
haps people could put those kinds of considerations aside for the 
moment and work together to see whether a single model curricu- 
lum is the way to go. 

Senator Kohl. Okay. Just one other brief question, to get back to 
my first original question. There are what, many, many school dis- 
tricts in this country that refuse or simply will not teach education 
on AIDS and AIDS prevention and AIDS spread, for political rea- 
sons, sensitivity reasons, whatever, head-in-the-sand reasons? 

Mr Landry. Senator, we found about 27 percent of the school 
districts in the country do not teach AIDS education in their 
formal curriculum. We do not know exactly the specific numbers of 
those A ho do not do it for the reasons you mentioned, although it 
is 27 percent of the nationwide school districts who do not provide 
that education. Primarily, those tend to be the smaller school dis- 
tricts in the country. 

Senator Kohl. Yes, I understood that is the statistics, but woulu 
you surmise that the biggest reason is the political sensitivity rea- 
sons? 

Mr Nadel. I do not know that we have a basis for knowing spe- 
cifically for what rear- ns. 

Mr. Landry. I think there are three or four reasons. Senator. 
One, of course, what you have mentioned. Some school districts 
have low incidence of AIDS and they do not see the necessity for 
dealing with that issue. Others do not have resources, they may 
want to but they do not have the resources to implement those pro- 
grams Finally, as we mentioned earlier, the crowded curriculum 
just tend to squeeze AIDS education out as a priority matter. We 
just cannot categorize those in any more detail. 

Senator Kohl. Thank you, Mr. Chairman. 
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Chairman Glenn. Thank you, Senator Kohl. 

I think we go back to square one on this and I do noi know 
whether this was in the scope of your investigation or not. I think 
Jt was. Are schools the answer, or do we need another approach? 
We talk about tr:*ining and education as though automatically tJhe 
schools are the place where we are going to solve this, if we are 
gomg to solve it. I wonder if we need to consider other approaches 

In your study did you talk directly to anv of the kids who had 
changed their behavior and find out why they changed their behav- 
ior; was It becaube of a role model cr something they saw on TV, or 
was it from a teacher in school that put forward something or 
showed them charts or pictures oi gave them the statistics that 
made them realize they had better shape up and change their be- 
havior or they are going to kill themselves? 

Did you talk lo any of the kids to find out what had worked and 
what had not, up to now, at least? Wci re 4 years into this pro- 
gram. It took a long while to get going, w. know that, but we are 4 
years into it and there should be at least the first glimmerings of 
some experience level with these programs. What is working, what 
IS not, and why? 

Mr. Nadel. The unfortunate answei is that we do not have a 
real good handle on what is working and why. NIMH and NIDA 
are doing a major study now of how to change behaviors, but that 
IS an ongoing effort and I do not think they have anv results. Our 
taff did visit some classrooms where AIDS education^was going on, 
but as to whether we interviewed kids, jet me defer to my col- 
leagues. 
Teruni? 

Ms. RosENGREN. Well, in addition to providing HIV education in 
the school system, you also have to provide the same education at 
the community level. There are lots of different approaches that 
can attract their attention. You can use music celebrities and film 
celebrities, you can use peer educators, you can use outreach work- 
ers. Those are other kinds of methods that can effectively reach 
these kids in school, as well as out of school youth. 

Chairman Glenn. We will have some examples a little bit later 
when we have some of the students put on a demonstration of what 
they have used to get the attention of their peers. I do not know 
whether things like that are working or not. We will talk to them 
when they get here, 

Mr. Nadel. Senator, one of the frustrations about the lack of 
generahzable surveys and the lack of surveys which actually ask 
about sexual behavior is that not having such surveys, you have 
much less idea of what does work, which is whv we emphasize the 
importance of collecting this information. 

Chairman Glenn. Were surveys of the young people themselves 
part of your study? 

Mr. Nadel. No, it was not. 

Chairman Glenn. It was not. Is that the fertile field we should 
look into and does GAO want to take that on as a different study? 
well, we can approach that later on. I am getting ahead of myself. 

Mr Nadel. On that one, I think I would like to defer to NIMH 
an-^ NIDA. 
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Chairman Glenn. And Mr. i3owsher. That is all I have right 
now. Thank you very much. We may want to get back to you with 
some additional questions from other members when we review the 
other testimony here today, ,/e appreciate your work on this. 

I thought that one page of one of the reports was particularly 
worth reading into the rocord because it defines what the actual 
behavioral patterns are right now in this regard. It is an eaormotis 
program and in enormous problem, and we look forward to work- 
ing with you on this in the future. 

Mr. Nadel. Thank you, Mr. Chairman. 

Chairman Glsnn. The second panel, Ms. Dolores DuVall, 
Warren Easton High School teacher, of New Orletins PuHIc School 
District, New Orleans, l/ouisiana; Mr. David Kamerjc, ^eer Ftiuca- 
tor, Washington, D.C.; Ms. Wanda Wigfall Williams, dn^^v for 
Population Options, of Washington, D.C., and she will be introduc- 
ing at some point Mr. Brian Bess, a peer educator tha^ I referred to 
a moment ago, at Ballou High School in Washington, D.C., and Mr. 
Rahim Jones, another peer educat-or at Ballow^ High School. 

Ms. DuVall, we welcome you this morning and appreciate your 
bringing the other people along with you this morning. 

TESTIMONY OF DELORES K. DuV *LL. TEACHER, WARREN 
EASTON HIGH SCHOOL, NEW ORLEANS PUBLIC SCHOOL DIS- 
TRICT, NEW ORLEANS, LA > 

Ms. DuVall. Well, I really did not, I just brought myself, but I 
am glad thoy are all here. 

I am veiy delighted to he here, certainly, because I really do 
have a lot to say and I guess it is really nicc that I can vocalize 
about a hundred words a mmut j, so I Tuess I will be able to impart 
a lot of information. 

I do not really want to spend any time going over figures. I think 
everyone here is aware of the statistics. But what I would like to 
get down to and what I think is probably one of the most impor- 
tant areas is how do we reach our children, how do we make them 
believe the things th? we are trying to impart to them. 

One of the questiona that you asked is what am I doing, am I 
getting this information across, is it working, and if it is not, why 
is it not. Well, I am really pleased to say I think, in my particular 
school district in Louisiana, in New C *eans, it is working. Maybe I 
am tooting my own horn, but I do believe in this program. I think 
probably that is one of the first points. 

I must agree that I think more teacher educatioii is needed in 
this area. It is really easy for us to sit in the classroom and have 
this data and get all the information that v ' eed concerning 
AIDS and say, >8s, this is what happens with hiv and this is how 
we should prevent this and this is how it is contacted and this is 
how it is passed on Put then if a teacher gets into a classroom and 
he or 5,ne is not comfortable telling the students this, the kids read 
this, they see that, "Ah, this is B.S., because its an adult telling it, 
but do they believe what they're saying." I think we have to make 
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thern believers, we have to become actors and actresses and we 
have to make sure the point hits home. 

I would like tc think that I do that in my classes. Some of the 
methods I use— wc gave a play last year, my students wrote this 
play, after having all of the instructions on AIDS and HIV, on pre- 
vention and all of the other aspects we talk about. They gave the 
play, wrote the script, and performed it in front of our entire 
school body. This way, we were reaching everyone. We touched all 
of the students from 9th grade to 12th grade. 

Of course, as with GAO, they found that, in Louisiana, students 
are only allowed to take 2 years or only required to take 2 years of 
physical education, which is the area health is taught and that is 
usually in the 9th and 10th grades. Again coming back to what Mr. 
Kohl said, we lose the Uth and 12th graders. I do not know why 
we feel those studv^nts do not need this. 

We also lc»se some of our students because we are giving them a 
choice now of taking ROTC, instead of health and physical educa- 
tion, so they may not get any teachings or training at all. 

My program is to touch everyone in Warren Easton, everyone in 
our school and everyone in the city, and I think I do that fairly 
well. The play we put on touched on all aspects of premarital sex, 
it talked about STD's, it talked about unwanted pregnancies, and 
we performed this Tor all of our students. We have the video tape 
in our library, we also have other schools that borrow the tape. So, 
kind of coming in the backdoor, I am getting a lot of information 
out. 

I hold poster contests once a year. The students draw some very 
graphic posters. I think part of what we have to understand is, we 
have got to get out of this "bible belt" kind of thinking. Religion is 
great and we love it, we love God, but how do we deal, how do we 
talk to these children? We have to be straight up-front, we have to 
be honest with them, and if a child draws a poster for me and he 
shows someone having sex, what can I say except, is that how 
you see this?'* '*yes", this is what it is. I have to accept that but we 
can do this with taste, the students are giving a message and these 
posters have a message. 

We have our poster contest, they put posters all over. After the 
posters are made and presented, and the best chosen, every class- 
room n our school puts one in their room. I flood our school with 
posters. 

Sneaking about information on AIDS, I have posters in Spanish, 
I have them in Vietnamese, I have had them made because our 
school body envelops that portion of our society. We have quite a 
multi-racial environment. 

Besides that, we have put on puppet shows, where the students 
write their own scripts, make their puppets and act out their 
scripts Then they go around to the classrooms to perform this. 
What I do is I put out a list, the teachers sign up, ''yes, Ms. 
Duyall, come to our class on third period with your children to 
perform," and we have done this and we visit every classroom. 

I am really proud to say that I think the students at Warren 
Easton are very knowledgeable. We have taken part iii many of the 
surveys, in fact, every survey that comes around I insist that we 
take part in. My students are very willing to do this. 
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Of course, not only being on the Drug-Free Schools Committee in 
New Orleans and on the Writing Committee for AIDS in Louisiana, 
I think I have had quite an impact. 

I think what we need to do, one of the 

Chairman Glenn. If I could interrupt for just a moment, you say 
you participate fully in the surveys. Have you seen, as a result of 
your activities, a change in activity and 

Ms. DuVall. Yes. 

Chairman Glenn [continuing]. And do you have any data to back 
up the effectiveness of it? 

Ms. DuVall. Not hard data, other than just verbally talking 
with my students and what I have observed. I can tell you that we 
have fewer pregnancies in my school. Fewer children seem to be 
contacting STD's and, believe me, I get the word. It seems any time 
a kid has a problem, they come to me, they come to Ms. DuVall 
and say, **Ms. DuVall, what am I going to do, this is what s happen- 
ing to me, Tve got these red bumps all over me, what can I do.'* 
You know, they come to me with these kinds of things. Students I 
do not even have in my classes, but they know what I am about 
and they know that I am very candid and I am very blunt and I 
am very frank and I am not phoney— and I use scare tactics. 

Maybe it is my old military training, but I believe if that is the 
only way we can get to them, scare the hell out of them, let me 
scare them, you know, make them believe what I am saying. That 
is— when you are dead, you are dead, if you contact AIDS, it is 
over. There is no cure, they know this, you had better believe it, do 
not put yourself outside saying this cannot happen to me — (famous 
last words), and we are all aware of that, I think. 

I have students coming to me. I have even had them come to me 
and tell me when they have had their first sexual experience. You 
know, sometimes I feel like I want to punch them out, but I ask, 
**didn't you learn anything in my classes? What are you doing? 

Now, we have a State law that is really kind of strange. First of 
all, they do not want us to even show contraceptives or condoms or 
anything like that. I do it anyhow. I may lose my job if they see 
this, but I do, because I think it is necessary. I show our kids, our 
young men, how to properly put on a condom. Surprising enough, 
some of them do not know. Teens feel "Oh, I know what this is 
about" How do they know what this ic about? They think they 
know. 

So, I think pi?rt of what our teachers have to do and I think some 
of the problemf, that we find, are so many of our teachers are not 
comfortable teaching this subject and are not teaching so it hits 
home, not teaching about behavior and how \t is necessary that we 
must change how we act, how we behave, and what we do. 

My students know that when they are in high school, they do 
more dating during those four years than they will do their entire 
lives I tell them, you cannot go to bed every time you fall in love. 
You are going to fall in love 15 times in these 4 years and every 
time it is devastating. Students think. Oh, this is the last time, this 
is it for me, and then 2 months later it is all over and they're are 
in love all over again. 

Look on their books and what do you see? They draw the little 
hearts and the hearts say ''Dolores DuValT' and my boyfriend's 
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name is Henry— Mrs. Henry, Ms. Henry Brown, Mrs. H.J. Brown- 
all kinds of things that let us know how much in love we are. I 
show this to them, "look at your books," and they get really tickled 
when they see this, because they know I am telling them the truth. 

We must have more teachers who are more v/illing to be candid, 
I think, to be up-front, to be stark about it. You know, we can 
spout out figures, we can give numbers, but let us face it, that be- 
comes boring. We listen to it. That is not what w want it to be. 
We do not want to be boring, because that goes in one ar and out 
the other. We must hit home. We have to know that figures mean 
nothing to these kids. 

In New Orleans, we have the French Quarter, we know we have 
a great many street children who are at high risk and who are in 
true danger, but thankfully we do have programs that are in oper- 
ation to try to get a hold of these kids. I do not know how fully 
successful these are. I do not think they are as successful as they 
could be because I am almost at a point — I do not '".ant to say that 
those students, those young peopie are lost to us, but they certainly 
are the hardest hit. They are the hardest ones to reach, because 
they have become so street wise. They <hink they know everything. 
You cannot tell them anything. "I know what this is, I am doing 
this because I have to live, I have to have food, I have to have a 
place to live, so I am going to— if it means selling a little sex, so 
what?" You see, they still do not think about the possibility of con- 
tracting AIDS. 

How we are going to address that problem, I do not know. I 
think we need to go back to what we are doing in our homes. I 
think we have lost our family life and I think, above all else, that 
is the beginning. It is net family any more. We are all so busy into 
''my thing," that we no longer are into "our thing,"and I think 
that makes the difference. 

We have kids who never see their mothers, single families who 
come home and kids raising themselves. The mother brings a boy- 
friend home for th t weekend and he stays for the weekend. I try to 
make parents understand, they are sending out a message and that 
message is that it is all right to have sex without being married, 
you know, we have to understand that the marriage institution is 
still the basis of this Nation, and without it we do not have any- 
thing We are going to have problems like this and the AIDS epi- 
demic is going to get larger, it is going to get worse and we are 
going to lose more children. 

As the GAO office said, which is very true, is that people who 
are contacting or who are showing AIDS now are people who have 
contacted the virus years ago. They did not know it. So, kids think 
that if it is not right here under my nose, it is not going to happen. 
They do not see down the road. They do not see that in another 5 
years how devastating this could be. 

There is a film that I show my kids called, and it was televised, 
called "Susie's Story," which I think gave a very excellent ansx-er 
addressing this, about a young lady who got married after she had 
had an affair, prior to her marriage, then she falls 'n love, she gets 
married, she has a child and now she discovers she has AIDS and 
has passed it on to her son. How devastating this is. 
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/^gain, like I said, the numbers are astronomical. We teach a lot 
of children in New Orleans. I think that AIDS needs to be taught 
in the lower grades. Right new it is only taught in the 7th through 
10th grade, that is our State law. We know for a fact that there are 
children below the 7th grade who are sexually active, either by 
choice or whether this has been put on them — we know that child 
abuse and the sexual abuse of youngsters is probably higher today 
than it has ever been— but we have children and you would be sur- 
prised to listen to the things they talk about, the things they think 
they know. 

I think what we need to do is have more education at an earlier 
age, definitely, and I think somewhere along the line we had better 
start pushi/ig the family. We had better start pushing what it is to 
have a mother and a father in the house, and we must also under- 
stand, as they say, the family that prays together stays together. 
You know, those things seem to be lost to us any more. Like I have 
said, we had better start doing **our thing,'* instead of just "my 
thing." 

Thank you. 

Chairman Glenn. Thank you, Ms. DuVall. 

I think we will question as we go along with this panel. 

Senator Kohl, do you want to )ead off? 

Senator Kohl. Thank you. 

Ms. DuVall, first, obviously we need to commend you on the 
great job you are doing. I would like to ask you this question. In 
view of your success, what is it that others are not doing that they 
should do, other teachers are not doing that they should do to emu- 
late what you are doing? Why are you more successful, in yor. 
judgment, than many others? 

Ms. DuVall. I think probably because, first of all, I really love 
what I am doing and I see the necessity and I am not uncomfort- 
able teaching this. I am very comfortable with teaching sex educa- 
tion. 

Of course, you know, in Lx)uisiana, being one of the southern 
States—and I am not putting down any southern States, so do not 
throw shoes at me or anything — we do have this **we don't ta. 
about these things," and so a lot of teachers, I think in the South, 
particularly those that were born and raised there, were brought 
up with that idea, we do not think about these things, subsequent- 
ly, they are very uncomfortable teaching sex education. So, I think 
that we need more intensive teacher training, not only on just the 
facts, but how to impart this information. I think that we need 
more than those couple of hours of workshops that we have. It tells 
us nothing. We need teachers, we need to let them know that they 
have to begin to feel comfortable and be able to honestly say to a 
kid, *Hey, you can't go to bed with everybody you see, and if you 
do, if that is your problem, this is" — I almost soun*! like ''Good 
Morning, Vietnam"— they need to learn how to share this informa- 
tion and bring it down to the point where the kids believe what we 
are saying, and not read it from a sheet. 

Senator Kohl. How would you describe your level of commit- 
ment to w.iat you are doing? 
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Ms. DuVall. Absolutely total. I cannot say anythin^lse, I do, 
because I think it is important. It is disgusting to see our children 
dying. 

Senator Kohl. How would you describe your sense of urgency 
with respect to what you are doing? 

Ms. DuVall. It is most urgent. We are losing far too many of our 
students. We are not only losing them to diseases, but if they are 
not where we can put our hands on them, where we can give them 
something, then they are really lost. The child that is on the street, 
he h hard to get information to. 

Senator Kopil. So, you are a person whom you would describe as 
totally committed lo success in your job 

Ms. DuVall. Oh, absolutely. 

Senrtor Kohl. And you feel that it is a job of the greatest urgen- 
cy. 

Ms. DuVall. Yes, I do. I could have had an administrative posi- 
tion, but never, Vm needed in ths classroom. 

Senator Kohl. You approach it in that kind of aanner, obvious- 
ly, and commit yourself to it. 

Ms. DuVall. Yes, I do. 

Senator Kohl. It has a lot to do with your success? 
Ms. DuVall. Yes, it does. The students read this and they under- 
stand and they respond to that, yes, they do. 
Senator Kohl. Thank you, Mr. Chairman. 
Chairman Glenn. Thank you. 

Ms. DuValL are there other approaches besides school that may 
be part of a community program, or do you think the school is the 
most effective way of doing this? And you may be prejudiced be- 
cause you are part of that particular system, but are there other 
things that can be done also? 

Ms. DuVall. Yes, I do think there are other things. In fact, I 
have done other things, such as, going to churches with informa- 
tion, v/ith films, going to the pastor or the priest or whomever and 
saying, *'Hey, may I come in one night when you're having one of 
your meetings, can I come in and can I show >ou this, can we talk 
about this." But there needs to be more of me to get into those 
communities. 

We have so many communities in New Orleans that are sc 
treacherous, and it seems not only New Oi leans, but all over, 
where people arc just afraid to go into these communities because 
of the crime rate, which is so very high. V/e have a hard time 
reaching those people. We have a hard time gritting into those 
areas. Even if you get someone to say yes, I will let you use this 
building, you can come in and you can talk, what is the number of 
people that you get attending? Very small. 

Chairman Glenn. What kind of feedback do you get from the 
parents of the students? Do they react favorably, generally? I can 
just hear some of the comments, when you are teaching the boys 
and showing them how to put condoms on. 

Ms. DuVall. Right. 

Chairman Glenn. That is an incitement to go use them. I can 
just hear the comments from some people in the community. What 
reaction do you get from the parents? 
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Ms. DuVall. Surprisingly, not that. I have found overwhelming- 
ly with my school that my parents are in total agreement with 
what I am doing. They say to me, "Ms. DuVall, you were right, we « 
need more teachers like you, yes, please. I don'^ know what Ym 
going to do with Johnny, Tm glad you're here to do it," and so they 
really do. I can honestly say I have had no negative feedback whatr 
soever. » 

Chairman Glenn. ISy name being what it is, can you make that 
Frank, instead of Johnny? [Laughter.] 

Well, thank you very much. We wil! go on to the other witnesses 
here this morning. 

Mr. David Kamens, Peer Educator, Washington, DC. 

David, go ahead. 

TESTIMONY OF DAVID KAMENS, PEER EDUCATOR, 
WASHINGTON, DC 

Mr. Kamens. Thank you. 

Putting AIDS and HIV behind us— well, we cannot do that and i 
cannot do that. In July 1988, a month after my 18th birthday, I 
was diagnosed with AIDS and it was something that I did not think 
would happen to me. 

Chairman Glenn. Do you have HIV now or do you actually have 
AIDS now? 

Mr. Kamens. I was diagnosed with CMV, cytomegalovirus, which 
is an AIDS opportu*^istic infection. At the time, I was very sick and 
I had come from a pretty sad state of despair, but 1 am doing well 
now. 

At any rate, I travel all over the country speaking to peers; 
speaking to parents; working with doctors, nurses, and lawyers; 
and trying to help people understand how HIV relates to them aad 
the importance for people to begin to understand and talk about 
this. 

I think the most effective education we have is peer education. I 
think it needs to happen within the peer group. We talk about peer 
pressure, this awful negative force that drives kids to sex and 
drugs and all sorts of things, but I really believe that peer support 
can be the most powerful, nurturing, educating force that we have 
and I A^ould like to use that, and I have seen some model peer edu- 
cation programs. 

I grew up in Arlington, Virginia. I went to Yorktown High 
School here. 

I think the hardest group for me to work with are parents. I 
spoke in front of a PTA a little while ago in the DC, area and the 
parents were angry. They were outraged. They said, "David, why 
can't you jusl say no? That's what we want you to say." I do not 
believo I can say that. I do not believe that is realistic. 

Growing up is a trial and error process and kids experiment, I 
experimented. I became sexually active when I was 15 and I looked 
around me and started doing the things my peers were doing. I 
started using cocaine, I started smoking pot, the typical partying * 
cn the weekend. That was normal and it was what was going on 
around me. 

I tried so hard to find a group that I could fit in with. A group of 
people that I could relate to; and I did. I put myself in unhealth> 
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situations over and over and over again, not realizing how self-de- 
structive I was being. We think we are invincible. How and why 
cexi somebody, when they are 14, 15, 16, even 25 years old think 
about their own mortality? And that is not happening. We think 
we are invincible as I thought I was invincible and it was not some- 
thing I thought I would have to live with, but I do. 

We are not talking about high-risk groups, we are talking about 
high-risk behavior ana everyone is at risk and I think we need to 
help people understand that It is not a gay disease. It is not a dis- 
ease that only affects the Latino community. It is something that 
affects all of us. 

Through my work, I have seen positive results. I have seen kids 
eyes just light up and start doing this work that I am doine for 
themselves and for their peers. I think one problem is ive nave 
these educational packets, some of them are adequate, some of 
them are not adequate, and schools are teaching them, but it is up 
to the comfortability level of the professors or th** football coaches 
or whoever is teaching this information to include what they want 
and what they are comfortable with. 

The thing about HIV education is that we are talking about sex- 
uality, we are talking about experimenting, we are talking about 
growing up, and I believe vhe most elTective way to do that is to use 
peers and peer education. Peer educators can relate to their peers 
as they know what the issues are. 

I remember sitting in a classroom just 2 years ago in high school, 
listening to a doctor t&lk to the class about AIDS and it was going 
right over my head. ^ *hink it was going over my head because it 
was a scare tactic. That was being used, showing these awfu' slides 
and ugly pictures and stats and he was saying, "Don't o this! 
Don't do that! This is what's going to happen to you— dor* nave 
sex, don't do drugs," and I walked out of there thinking, don't 
have time for this, I already know everj^thing." 

I v/as pretty educated on HIV disease and what it was about and 
safer sex and transmission, but I think knowing and acting on it 
are two different things, and I think support from my peers is im- 
portant and was important. I think it is important that kids under- 
stand they have a right to make decisions for themselves, that they 
have a right to make choices that they can live with, instead of 
people pointing the fingers at them and telling then* whdl tc do. 

I also think that education has to come from all sidos, il has to 
come from the family, it has to come from the school, starting in 
the lowest gr,^des possible. It has to come from peer educators. It 
has to come from different government standards. So, I do not 
think it is just one person's role. I think it is something that we all 
have to attack and it is a challenge. It is a real challenge. 

A student said to me last we k, "David, if someone came to you 
and said you're okay. You know, respect yourself, love yourself. 
Would you have stopped using drugs and stopp>ed partying and 
stopped experimenting?'* I do not know, but it might have clicked 
in my head that I had a right to begin to th'nk about taking care 
of myself. 

When I walked down the halls at Yorktown I did not look like a 
druggie. I looked like a typical student. In fact, people called uu, 
**Mr. David Goodie Two-Shoes." I was not a typical drug user. I did 
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well in school, but I had another life; a life my parents were not 
aware of. A life some of my friends were not aware of, but it was 
really my way of coping and my way of fitting in. 

Like I said, it is a challenge, but I think it is important that we 
are realistic and we need to be realistic about where younf: people 
are todav, the growth process, experimenting. We need to be open 
when talking about bisexuality, homosexuality, heterosexuality as 
part of somebody's sexual self or just sexuality. 

I have received some community opposition, but this is such a 
social disease and I think it is time, once we start talking about it 
and opening it up, we can become more comfortable with it. I have 
tried to break down the barriers and I am doing some of that work. 

I gu^ one of the most important things is to include young 
people in this effort and to listen to them. To include them in the 
surveys, to talk with them and use them as role models for other 
peers. I think that is one of the best ways and one of the most ap- 
propriate a^ roaches to this, because I really can see the eyes light 
up and ! can see the young people listening to wha^. I have to say. 

Before I was sick, me taking care of myself was not an issue, and 
until it was a life or death situation, I had not heard or understood 
that I really had a right to respect myself end I really had a right 
to take care of myself, and it is sad that that is what it took. I see 
w many other kids out there who are going about living like they 
are going to live forever. We look at the people around us, too. I 
look at my teachers and mv professors and the parents and the 
community; we respond to what is going on around us. 

I ^vas on a campus last week and I met with the faculty. They 
were all sitting around drinking cocktails, talking about the 
campus problems and the alcoholism on campus. 

I just look around me and I see the models around us and that is 
what kids feed on, they pick up some of this stuff. 

I look at the messages. I picked up a magazine last week and I 
opened it up and there was a picture of a ^xy man and woman in 
their underwear toasting each other with a glass of vodka. What 
kind of message is that for yo^ ,g people? I fed on that and we do 
feed on that type of thing. I think it is important that we look at a 
lot of things. 

FIV education and AIDS awareness encompasses so much and, 
like I said, it is an invredible task, an incredible challenge. 
Chairman Glenn. Thank you. 
Senator Kohl. 
Senator Kohl. Thank you. 

David, can you ♦^ll us, based on your own experiences, what you 
think the majority of kids believe and think about AIDS and how, 
if at all, their behavior is affected bv these beliefs and knowledge*^ 
How do kids respond to this? 

Mr Kamens. It is true, I do not think young people understand 
that IIIV is their problem. I think we are still feeling that AIDS is 
a gay disease, it is not something that affects us. Through different 
stories, through some statistics and through sharing what I have 
learned with young people, I have begim to see them talk about it. 

I cannot do :t all ard I do believe that the message is slowly get- 
ting out there. I do not know how much behavior is changing. It is 
fi long process, a long road, but I am seeing some eyes open up and 
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increased awareness about STD*s and HIV. But, generally, I would 
say there is still a common belief that this is something that 
"won't happen to me," but I think this is part of growing up. 

We all think "that will not happen to me," whether it is AIDS or 
being killed in a drunk-driving accident or whatever, "it won't 
happen to me," and that is certainly what I believP'l. 

Senator Kohu In my opening statement, I talkcu about the mis- 
takes that people made when I was young, the mistakes were never 
fatal as they can be now with respect to AIDS, drugs and drinking 
and driving while you are drunk aad all of those things. The point 
was when you are 14 or 16 or 17, you are not in a position to make 
those kinds of responsible decisions, because you do not see life as 
being mortal, and I think you touched on that. So, what do you do 
about trying to help young people who are 13 and 15 and, in many 
cases, just simply unable, understandably unable to make those 
kinds of life and death decisions with respe -t to their actions? 
What does society do about responding to that human thing which 
is not changeable? You cannot expect a 13- or a 14-year-old to 
make those kinds of responsible decisions. What would you sug- 
gest? 

Mr Kamens. True, you canrot, but 1 think we cjn begin to talk 
ibout self-esteem and self-respect and where that comes from. I be- 
lieve that self-respect and self-esteem come from acting on deci- 
sions and experience. Young people making a decision, acting on it 
and seeing the results. Seeing that it was a responsible decision, 
the results were rorthwhih, they can walk away from it feeling 
good about what they decided and who they are. I do not think it is 
an overnight process. It is part of growing up. 

Senator Kohl. 1 was getting at something a little different. If a 
society like ours presents those options to young people as we are 
today, to some extent is it not almobt inevitable tnat we art going 
to have the kinds of unhappy results that we do have? 

Mr Kamens. I think to some extent we are going to see STD*s 
and pregnancy and drunk-driving accidents. I cannot see that, you 
know, in the future, but I have found that through just greater 
avvarene^s and talking about the issues, becoming comfortable with 
them, and addressing these things that we are not addressing is a 
start I do not have the answers for that, but I do get lett<srs after I 
speak with l. '^s who say, 'Thank you, David. You know, you 
opened my eyes to my behavior, Tm going to go out and do some of 
the work that youVe doing. Thank you," and this is what makes it 
wcthwhile for me . ^hink they feel the results. They can relate to 
what I am saying and where ^ was and where I am coming from 
and hopefully they will go out and continue some of the same 
work. 

Senator Kohl. Thank you, Mr. Chairman. 

Chairman Glenn. Thank you very much. David, ycjrs is a very 
powerful message. I har^iy know whjt to ask yoa. What reaction 
do you get fro*n the commu .ty? You said you sometimes encoun- 
ter resistance in the community, 

Mr. Kamens. Like I said, just 4 weeks ago I stood up in front of 
ICrO parenti> in Arlington County and they were angry. They were 
one of the most misinformed groups I had ever spoken to. One 
woman said, '*David, I cannot beiieve you are L-^lking about respon- 
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sible decision-making skills and you're not just saying no." I said, 
well, that is not realistic, that is not realistic for me to say that. I 
said I am sexually active, I have done drugs, I have done all these 
things that are forbidden and are not going to talk about. 

So, I understand where they are coming from, but I would say 
that from my peers, I got wonderful support and am met with won- 
derful compassion. I mean compassion and education is what we 
have, along with funds and scientific research. What I can do is 
educate and I can use the compv.v>sion that is there to help myself 
and help other people understand what this is about. 

On a whole, yes, I have met some opposition, but I think it is de- 
rived from ignorance and misunderstanding. I have not met that 
much anger, it was only just a little while ago when I met with the 
parents. 

Chairman Glenn. I think it would be nice if we lived in such a 
I>erfect society where you could say uo and that was it and the prob- 
lem solved itself But the statistics I read into the record out of the 
GAO report were to me just sort of mind-boggling. I am not easily 
shocked any more, I will tell you that, but this thing was a real 
shock, I think the reason this hits me particularly this morning is 
that you are from Yorktown. We lived over there back in my days 
in the space program and my son was in the very first class that 
ever v;ent to the new building at Yorktown. 

Mr. Kamens. I know that, sir. 

Chairman Glenn. So, I am sitting here obviously this morning 
thinking what if. 

Mr. Kamens. When I was working with these parents before I 
spoke, they showed an educational video and this was through the 
Department of Health, and it was full of stats. It was about 4 years 
old. It had four profiles of people living with HIV and they all said, 
**Don't do drugs, don't have sex, this is going to happen to you, Tm 
going to die, it's a death sentence." It was very negative and that is 
what the parents wanted. They really wanted to show thei kids 
this video. 

One of the first things I said is, I am put off by this video, this is 
not what kids want to hear, this is what they turn off, this is what 
I now turn Oif and have turned off. I think we need to give infor- 
mation that is very sensitive to young people today and specific to 
different populations. I do not inean categorizing it, you know: the 
gay youth and the Latino comir unity and the Asian community, 
but I do think we need to be sensitive, I really do. Like I said, we 
need to talk about sexuality and not give sex negative messages. I 
think this is really important. We are giving sex negative messages 
and I know kids who see these sex negative messages go, ''Oh, 
that's bad, well, I have to try it," you know. 

Chairman Glenn. You have spoken on college campuses. Do you 
get a different response on college campuses than working with 
your high school peers? 

Mr. Kamens. The younger the students are and the younger the 
people I work with, the more frank they are, the more interested 
they are. The> have not been as inundated with information or see 
the headlines and they are more willing to listen. By the time they 
get to college, they do not turn me off and they are very active in 
participating in the dialogue, hut I think they feel like they know 
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it all and this will not happen to them. They are already 25 and 26 
years old sometimes and believe if they have made it to that point, 
it cannot happen, it will not happen. 

Chairman Glenn. Thank you. We are going to have to move 
along. Your testimony has been fascinating. I wish you well. 

The next witness is Ms. Wanda Wigfall-Williams, Center for Pop- 
ulation Options, Wasnington, DC., and she will have a couple of 
other people she will also introduce for us. 

Ms. Wigfall-Williams? 

TESTIMONY OF WANDA wini? ALL WILLIAMS, DIRECTOR, NA- 
TIONAL INITIATIVE ON AIDS AND HIV PREVENTION AMONG 
ADOLESCENTS, CENTER FOR POPULATION OPTIONS, WASHING- 
TON, DC,» ACCOMPANIED BY BRIAN BESS, PEER EDUCATOR, 
WASHINGTON, DC, AND RAHIM JONES, PEER EDUCATOR, WASH- 
INGTON, DC 

Ms. WiGFAix-WiLUAMs. Thank you, Mr. Chairman. 

I am Wanda Wigfall-Williams, Director of the National Initiative 
on AIDS and HIV Prevention Among Adolescents f.. the Center 
for Population Options. This national initiative is funded, in part, 
by the CDC. 

The AIDS and drug epidemics are gaining ground. Approximate- 
ly 20 percent of reported AIDS cases are of people in their twen- 
ties. The long incubation period — up to 10 years-~for the virus indi- 
cates that many of these peopl. were probably infected with HIV 
during their teen years. 

Although adolescen' make up less than 1 percent of the total 
number of reported A S cases, the Centers for Disease Control re- 
ported a dramatic 42 percent increase in the number of adolescents 
diagnosed with AIDS between July 1988 and August 1989. Tragical- 
ly, thest statistics refer only to young people who have developed 
AIDS, not the unknown numbers of teens who are seropositive and 
asymptomatic. 

Risk taking behaviors, such as experimenting with drugs and en- 
gaging in unprotected intercourse, can result in deadly conse- 
quences. The need for HIV prevention and AIDS education is grert. 
In our Nation's Canital, 1 in 300 adolescents tested positive for 
HIV— this was at Children's Hospital in 1988. 

Chairman Glenn. What was that? Give that again, please. 

Ms. Wigfall-Williams. One in 300 adolescents tested positive for 
HIV. Yet, focus groups with area teenagers conducted by the 
Center for Population Options found that, while teenagers are 
aware of HIV and AIDS, many do not perceive themselves at risk 
of being infected. 

it is difficult to protpct the extent to which adolescents engage in 
activities that place them at risk for infection with HP" as well as 
other sexually transmitted diseases. However, teen pre^^.^ancy rates 
can serve as one measure of sexual activity — one of the highest 
risk behaviors. Approxir..witely 1 million teenage women become 
pregnant ach year. 
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Parents, teachers, religious leaders, policy makers, health educa- 
tors and youth have a responsibility to address this epidemic, CPO 
has developed a comprehensive program focusing on reproductive 
health, health promotion and "life planning" for adolescents. 

In order to reach young people with motivating messages, practi- 
cal information and accessible services, CPO approaches young 
people from a diversity of concerns and perspectives with reality- 
based, simple messages. We work through national, State and com- 
munity based organizations to reach the largest numbers of youth, 
particularly those at greatest risk; we encourage multi-dimensional 
programs which provide formal and informal information and com- 
prehensive health services, we create new programs, if needed, and 
evaluate existing ones to ensure that effective models are available 
to youth-serving professionals; and we assist opinion makers to re- 
inforce messages and policy makers to support programs which 
prevent infection with HIV. 

Peer education is one powerful approach to education for adoles- 
cents Numerous studies have demonstrated that teens are more 
likely to ask their friends than an adult for information on a varie- 
ty of topics, including health and sexuality. Often, peers are not 
only the main source of information for each other, they are the 
most influential in their ability to shape others' behavior. The peer 
group is a primary reference for values and behaviors. 

In a (ocKs group study conducted by CPO, inner-city adolescents 
said they would most likely listen to and believe what a person 
their ige infected with HIV said about AIDS, rather than what an 
older person or a famous person said about AIDS or the virus. Fur- 
ther, an unpublished survey on condom use among adolescents 
found that teens' perceptions of other teens' condom use behaviors 
was the best indicator for determining their own condom use. In 
other words, if they thought that their peers thought using a 
condom was cool, they too would probably consider using a condom. 

Recognizing the power that teens have over one another, and 
that this power can be used to influence teens' behavior in a posi- 
tive way, CPO developed Teens for AIDS Prevention, otherwise 
known as TAP, to educate adolescents about AIDS and HIV pre- 
vention. ^ The TAP program provides 25 hours of skill-building 
training for a small group of peer leaders. 

Once the TAP members complete the training, they create and 
implement activities in their school and community that focus on 
reducing misinformation, explaining consequences of and alterna- 
tives to risky behaviors, and increasing sensitivity to HIV infection 
and AIDS, including personal vulnerability, and ways to protect 
one's self from HIV infection. 

It takes time to increase knowledge and change behaviors. Re- 
search indicates that simple, straightforward and reality-based 
HIV prevention messages delivered consistently by numerous 
sources, including peer educators, have a positive effect on chang- 
ing knowledge, attitudes and behavioral intent 

Today, I am accompanied by Brian Bess and Rahim Jones from 
Ballou High School, located in Washington, D.C. As a result of 
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their involvement in the TAP program in their school, they have 
written a rap about HIV prevention and AIDS and they will per- 
form it for you now. 

Chairman Glenn. Good, we appreciate that. Where do you want 
to go, gentlemen? Come on up here, if you would like. Come up in 
this area right in here, so everybody can see you. If 3^ou could just 
stand at the side, then the audience can see yoi present it to them 
and I will v/atch from the back. That is great. 

(The following rap song was performed:] 
Acquired Immuno Deficiency Syndrome, 
rU tell you straight up people it hits home. 
It hits you hard and soon you know you're done for. 
No rejoicing or praying you know the score. 
I mean you can have AIDS you »ay you doubt it. 
You or you with AIDS think about it. 
I wanna milk this subject like I would a cov/. 
No ignorance needed just listen now. 

Can you catch the disease by just shaking hands, from toilet seats, 

from meats, from touching, no you can't. 
You should know shooting up would do you harm. 
Injecting dope and disease right up in your arm, 
I mean I pack me a rubber like it's a lucky charm, 
So put you sex in check or else Joe your gone. 
Because it can't be contained it'll spread around. 
You're the problem won't solve 'em let me break it down. 
Human Immunodeficiency virus. 
You have co take high like Osiris. 
C.P.O. and we will educate thee. 
On the do's and don^ts of A-I-D-S, I want to express. 
The negative trip that's coming from the rest. 
Who thinks a subject like AIDS is just a gay click. 
You're disillusioned, you're being stereotypic. 
The needle drug users, the over abusers. 
Are subject to AIDS and the accusers. 
Male or female, gay or straight. 
The AIDS virus doesn't discriminate. 
Quote unquote D.D.P. for a while. 
You just can't trust a big butt and a ^mile. 
Not to be contacted from a kiss or cold sore. 
Not to be given through the sweat of your pores. 
Now that you know the information the score. 
And if you wish it, I'll tell you more. 
You see black, Latin Americans, white Caucasians, 
With the daily barbers, no discrimination, 
A baby from when soon to come to an end. 
You want to know why? Well, let me tell you, my friend. 
Mothers abuse them, fathers juet reuse them. 
Shooting I.V. drugs, because it soothes them. 
Everybody bopplas, even to music. 
But when the virus pops up, they start accusing. 
But how about the baby who did no wrong. 
Not the one you give the rattle, hui the death song, 
I mean would you beat your baby until they were dead? 
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Uh-uh, I didn't think so, so why don't you use your head? 
Without protection, every time you get an erection. 
Before you are the only man who has a yeast infection. 
My friend. Please go on and learn to deal, and if you will. 
Because it kills. 
[Applause.] 

Chairman Glenn. I understood Brian perfectly. I am not sure, 
R'^him, I understood you. [Laughter.] 

That was excellent. What kind of response do you get when you 
put this on? I know all the kids get a kick out of the rap part of it, 
but what do they say about your message? Do they talk about it 
later, seriously? 

Mr. Bess. Of course, it always has an effect like— it is not like me 
or Rahim are like so-called as the school likes to depict them, two 
nerds which have not been seen at school all year round 

Chairman Glenn. You do not look like nerds to me, I will tell 
you that. 

Mr. Bess. I am the captain of Bailouts football team and Rahim 
is one of the co-captains, and we were involved in Ballou Against 
Te^n Pregnancy, which was an organization created like in 1985, I 
believe, and we received no bad vibes from it at all. I mean our 
friends come to us regularly every day, students from Southeast 
Washington, if you want to say that, and they get the message. 
They like the rap, 0/ course, but they always get the message and 
you alwrays see the changes. The changes are very vivid, always. 

Chairman Glenn. That is great. Rahim, the same thing, do they 
talk to you about it? 

Mr. Jones. Yes. You have people who come out and ask us for 
condoms or they sit down and have talks with us. They are not 
afraid, but they do not want to go to anybody older than them, be- 
cause they might not understand their point of view. They come to 
somebody their age. 

Chairman Glenn. Yes. 

Mr. Bess. The teen-to-teen concept is like real important. We had 
an overnight thing held by Jackie Sadler of D.C. public schools and 
we had people following us around the whole weekend, asking us to 
do the rap over an over again or either do other raps that we had, 
like teenage pregnancy raps or, you know, anti-drug raps or what- 
ever, and it is just another 

Ch .irman Glenn. How many subjects do you cover with your 
raps? Are you covering a number of different subjects? 

Mr. Bess. Of course. You know, it is like 

Chairman Glenn. Rap is still a new concept. You talk about 
teenage pregnancies. What other things are you doing raps on? 

Mr. Be&;. Like I said, the teenage pregnancy rap we have just 
finished, because there are three people, really four people in our 
group, but me and Rahim were the only ones as far as the AIDS 
education went Another member in our group, Danny Capers, he 
has been with us as far as like the drug raps and, you know, the 
teenage pregnancy raps. When I was in BATP, Ballou Against 
Teen Pregnancy, we had a rap, it was written by someone else, I 
cannot remember who, but whr^t happened, we received the rap 
and you could tell it was a dull ring, you know, it was— I am not 
going to say it was an idiotic rap, but we had to change it around 
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to our liking, really. We had to change it around to our liking and 
we made sure that everyone else would like it, you know, and 
make sure the other students would hear it. We had to put it into 
high schcK'i or junior high school perspective. 

Chairman Glenn. Have you done this in other schools? 

Mr. Bess. Yes, me and Rahim, as far as us too, we just recently 
went to Bethesda-Chevy Chase, BCC, and that was done in front of 
the whole 1,800 students, but that performance there went on real 
well. 

Balicu Against Teen Pregnancy, they said they were going to 
take it up, because the woman that was overseeing it was Ms. 
Gloria Odoms, she is not at Ballou any more. Before that, we did it 
at schools around the area like Hart Junior High School and 
Friendship, Johnson, and it was ilways the fact, when they see 
people that they might see— any :ity kids see people they might 
see on the streets and people they know have that— let me see how 
I can put it— status, I would say street status, but people that are 
known to be good people or whatever and they see them delivering 
this message and it gets to them and they see nothing wrong with 
it, because a lot of students have a fear, well, I am not going to 
follow this, because nobody else is following that person, so why 
should I follow that person. But if you see that dominant leader 
role and they see somebody that is on the popular level, they tend 
to follow it, really. 

Chairman Glenn. Have you recorded this or put it on tape or a 
record, so other kids can benefit from it, too? 

Mr. Jones. We are ou the verge of putting it on a record. It is 
recorded on tape, our personal tape. 

Mr. Bess. But as far as like being given out for a record compa- 
ny 

Chairman Glenn. Have any of the local radio stations picked it 
up? 

Mr. Jones. No. 

Chairman Glenn. Ms. DuVall, are you going to invite them 
down to New Orleans? 

Ms. DuVall. Absolutely. Listen, we have quite a few rappers 
down there ourselves. I think it was great, what the gentlemen did 
and, as they said, that is exactly the point I was trying to make, we 
have got to hit home, it has got to be told as the students and the 
children will hear it and listen to it and heed it. You guys, hang in 
there. It sounds great. 

Chairman Glenn. Obviously the first thing you have to do is get 
people's attention. I was looking from behind you at the audience 
while you were doing your rap and you had the whole group right 
there with you. I can tell you that this is the first time that has 
happened in this hearing room. I would like to invite you guys 
back for a lot more hearings on different subjects. 

Thank you. That was excellent. I am glad to see this. We are 
going to have to move along. Mr. Kamens, I appreciate your being 
here this morning. It is a very personal thing for you and we wish 
you ^yell, all of you. Ms. DuVall, thank ycu for being here this 
morning. 

Ms. DuVall. Thank you for having us. 
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Chairman Glenn.. The next panel is Gary Noble, Deputy Direc- 
tor (HIV), Centers for Disease Control, Atlanta; accompanied by 
Ms. Virginia S. Bales, Deputy Director of the- Center for Chronic 
Disease Prevention and Health Promotion, Centers Lr Disease 
Control; and Dr. Lloyd Kolbe, Director, Division of Adolescent and 
School Health, Center for Chronic Disease Prevention and Health 
Promotion, Centers for Disease Control. 

We welcome all of you this morning. Dr. Noble, if you would lead 
off, we would appreciate it. Thank you. If you want to put on a rap 
demonstration, we would welcome that, too, this morning. 

Mr. Noble. I would not dare. [Laughter.] 

TESTIMONY OF GARY R. NOBLE, M.D., ASSISTANT SURGEON GEN- 
ERAL, AND DEPUTY DIRECTOR (HIV), CENTERS FOR DISEASE 
CONTROL, ATLANTA, GA,» ACCOMPANIED BY VIRGINIA S. 
BALES, DEPUTY DIRECTOR, CENTER FOR CHRONIC DISEASE 
PREVENTION AND HEALTH PROMOTION, AND LLOYD KOLBE, 
M.D., DIRECTOR, DIVISION OF ADOLESCENT AND SCHOOL 
HEALTH. CENTER FOR CHRONIC DISEASE PREVENTION AND 
HEALTH PROMOTION 

Dr, Noble. Mr. Chairman, I appreciate the opportunity to be 
here and would like to thank the Chairman and the members of 
the Committee for focusing attention on this very important prob- 
lem. 

Chairman Glenn, We welcome you back again. You have been 
here before. You were a witness .before the Committee back, what 
was it, a year afjo? 

Dr. NoBj^. Two years ago. 

Chairman Glenn. Two years ago. Time passes. 

Dn Noble. I am Dr, Gary Noble, the Deputy Director of the Cen- 
ters for Disease Control, with responsibility for the HIV prevention 
programs at CDC I am pleased to have this opportunity to discuss 
CDC's efforts to help prevent HIV infection among school-aged 
youth. 

I am accompanied today by Ms. Virginia Bales, Deputy Director, 
Centt for Chronic Disease Prevention and Health Promotion, and 
Dr Lloyd Kolbe, Director, Division of Adolescent and School 
Health, who helps direct the CDC programs to prevent HIV infec- 
tion among school- and coliege-aged youth. 

In October 1986, the Surgeon General of the United States, Dr. 
Koop, called for schools to teach our Nation s youth about the risks 
of becoming infected with HIV. In the same month, CDC's program 
on school health education, to prevent the spread of HIV infection 
was initiated. 

The primary purpose of CDC's program is to prevent HIV infec- 
tion among youth CDC's programs are designed to build the capac- 
ity of schools and other youth-serving organizations, to implement 
effective education about HIV that is consistent with community 
values and needs. 

Why is HIV prevention education so important for our youth? 
CDC is concerned about the extent to which teenagers and young 
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adults are at risk fcr PTV infection. We know that 1 cut of every 5 
persons reported y/uh \1DS in the U.S. was between the ages of 20 
and 29 when diag:i:;M, and with the incubation period being, on 
the average, 10 ; rs, that means many of those were infected 
before the age of : ' . 

We know abou*. the sexual behaviors, and we have heard this 
morning about th ^ high rates of STD and unintended pregnancieb. 
These are often mterrelated problen) *, and they are often behav- 
iors that are esfcpbclshed during adoleocence. This is a critical popu- 
lation to reachj if v/e are to improve the health of the Nation. 

We think thtu educational programs to prevent HIV infection 
and other importsiiit health problems can be most effective when 
they are implemented as part of a planned sequential, kindergar- 
ten through grade 12 program of comprehensive school health edu- 
cation. 

The Nation's schools provide an existing and efficient system to 
reach almost all young people during the ages when they are most 
impressionable, and to reach many young people who may ulti- 
mately drop out of school. That is one reason why CDC has rnvest> 
ed in helping the Nation's schools to provide effective HIV educa- 
tion. We need to remember that virtually all out-of-school youth 
were at one time in a school environment. 

Let me describe some of the CDC programs to reach school-aged 
youth. We have established a multi-faceted program that combines 
the work of national health and education organizations. State and 
local education agencies and health departments, numerous com- 
munity-base^ organizations, and our own National AIDS Informa- 
tion* Education program. 

CDC has been working to help schools provide comprehensive 
school health education since 1974. In 1986, to fill the gap in the 
Nation's HIV prevention strategy, CDC's core staff in school health 
education, then numbering only four, began planning a nationwide 
program to prevent HIV inf ction, specifically among school-aged 
youth. 

In September 1987, with a budget of $11 million, CDC launched 
its program uf school health education to prevent the spread of 
HIV infection by providing support to 15 national organizations 
and tr ^ State and 12 local departments of education that serve 
the ju. Ions with the highest cumulative number of reported 
cases ot x»^DS. 

By the fall of 1988, with a budget of $30 million, CDC was provid- 
ing fiscal and technical assistance to 19 national organizations, and 
all 50 State and 5 territorial and 16 local departments of education. 
By fiscal year 1989, the budget had increased to over $35 million, 
and today, in fiscal year 1990, CDC has a staff of 45 and a budget of 
$45 million to help prevent HIV infection among school-aged 
youth. 

I have been told bv others that CDC has the finest collection or 
one of the finest collections of experts in this area in the Nation. 
The request for fiscal year 1991, totaling over $52 million, will 
allow CDC to improve its assistance for its in-school programs, as 
well as to expand its efforts for out-of-school youth. 

CDC requests each year that the State and local education agen- 
cies fundM by us develop four objectives to assure that school-aged 
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youth receive HIV education: Fifot, to increase the number of 
junior and seiiior high schools that provide HIV education; second, 
to increase the number and percentage of junior and senior high 
school students at each grade level who receive HIV education; 
third, to increase the number of junior and senior high schools that 
int^ate HIV education within a more comprehensive school 
health program; and, fourth, to increase the number of other agen- 
cies that implement HIV education for high-risk youth, minority 
youth, out-of-school youth and youth with special education needs. 

We also request that these funded agencies collect data on an 
annual basis to measure their progress in meeting each of the four 
objectives described above. 

About 9 million youth, ages 14 to 21 years, do not attend school 
or college and may be at greater risk of HIV infection than their 
peers who are in school and college. I would say that the real 
figure of street and homeless youth is not known, but it is probably 
111 the range of a million. To reach these youth effectively, a varie- 
ty of activities from several program areas are necessary. 

Let me describe some of the activities of the Center for Chronic 
Disease Prevention and Health Promotion to reach outof-school 
youth. For example, five national organizations that receive CDC 
funding develop and implement educational programs for outof- 
school youth and provide training to staff working in agencies that 
serve outK>f-school youth. Over 75 percent of Ihe funded State and 
local departments of education are carrying out activities to assist 
agencies that serve outK)f-school ycuth in their jurisu..tions to im- 
plement HIV prevention education. 

Finally, a training and demonstration center in San Francisco 
has conducted 12 training and demonstration programs for over 
400 staff serving out-of-school youth from 35 States, in 74 cities. Let 
me say that, in addition to the Center for Chronic Disease Preven- 
tion and Health Promotion, which is represented here today, there 
is a coordinated effort at CDC. 

The office that I direct coordinates and provides leadership for 
the HIV prevention programs throughout CDC, including those 
that reach out-of-school youth. Our office is the focus of the preven- 
tion efforts in this population, coordinating work of the Center for 
Chronic Disease Prevention and Health Promotion, the Center for 
Prevention Services, and the Qjnter for Infectious Diseases. 

The Center for Prevention Services has cooperative agreements 
with State and local health departments, as well as with minority 
and other community-base^^ organizations and with the United 
btates Conference of Mayors, and these are implementing pro- 
grams to prevent HIV infection, many in out^f-school youth, 
jvifx^"^^ Infectious Diseases is currently conducting blind- 
fHl HIV serosurveys of homeless populations, including youth in 11 
cities throughout the country, and we would be glad to expand on 
some of the evidence that has been found in those serosurveys. 

In fiscal year 1991, CDC is planning to help local health depart- 
ments m three to six cities with the highest number of AIDS cases 
build more effective and coordinated HIV prevention programs for 
out-of-school youth. In addition, we will be funding increased sup- 
port of relevant community-Lased organizations in these high-inci- 
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dence cities to develop and evaluate intensive HIV programs for 
out-of-school youth. 

In summary, CDC began its program to stimulate health educa- 
tion for children in this country with a small staff of four and a 
budget of $250,000. In 1990, the program consists of 45 staff mem- 
bers and a budget of $45 million. These resources have enabled 
every State and several major cities to have the capacity to put in 
place programs to prevent HIV infection among school-aged youth. 
Through activities such as program planning, developing policies, 
and training teachers, the State and local levels will help prevent a 
new generation of AIDS cases. 

Thank you, Mr, Chairman. 

Chairman Glenn. Thank you very much. Dr. Noble. 

Does CDC have an estimate for the percentage of teenagers cur- 
rently infected with HIV? How do you arrive at figures like that? 
Do you have figures you feel are fairly accurate? 

Dr. Noble. Well, the best way to get information on this is 
through various seroprevalence surveys. We have '"*scussed, of 
course, the possibility of a national household seroprevalence 
survey, but that would not reach many of the populations we are 
talking about. We have a national family of surveys, which in- 
cludes blood samples taken from over 40 hospitals; thc3e are ran- 
domly selected admissions at all ages. Of the first preliminary data 
that we just analyzed, we find that in the 13- to 18-year-old group, 
in 26 hospitals in about 26 different States, the rate of infection is 
about 1 in 1,000. In the 19- to 24-year age group, males have a rate 
of infection of about 1 in 250, and females, about 1 in 1,250. 

Regarding military recruits, there are ten. of thousands of young 
people applying for military service, and the Department of De- 
fense has analyzed their data and published it recently. They find 
that in the urb^^n counties of Maryland, Texas, New York, and the 
District of Columbia, for example, the rates in the under-20 age 
groups is 20 times higher than it is in the upper Midwest. That 
demonstrates the major differences between geographic areas in 
the United States. 

There are also, as we have heard this morning, major diiTerences 
in the prevalence of infection in different racial and ethnic groups. 
Among black applicants for military service under the age of 20 
the rate is about 1 in 1,000. It is five times higher than the rate in 
white applicants for military ser\'ice. 

Chairman Glenn. Do you find a difference in willingness to give 
data on this or to respond to surveys? Is there a difference from 
one part of the country to another? 

Dr. Noble. We have had some initial reluctance in implementing 
the family of surveys, but that has improved over time. 

Chairman Glenn. I was going to ask a surveyor, and I did not 
get around to it, but they are still in the room, Ms. Rosengren and 
Mr. Landry. Ms. Rosengren, you come from what is looked at as 
super-liberal Boston, and Mr. Landry, yuU come from Atlanta 
which is looked at as sort of a center of conservative thought for 
thp country by a lot of people. I do not not necessarily think that 
way, of course, but that is the way a lot of people look at those two 
cities. 
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You two have talked, I am sure, about your difficulties in obttxAii- 
ing information. Do you find differences in your two parts of the 
country? This is a little unusual, but you can stand up and make 
yourself heard at the microphone, if you would. 

Mr. Landry. I might have to think about that for a second. Sena- 
tor. As I think about the school districts we called, 93 percent of ^ 
the school districts were willing tc- talk to us, so they were real 
open with telling us what their policies were and where they were. 
That is all I can think of right at the moment. 

Chairman Glenn. Ms. Rc engren, what ip your percentage that 
would compare with that? He has got 93 percent in Atlanta, do you 
have better than that or less than that? 

Mr. RosENGREN. I personally did not look at that issue, but we 
have heard that private schools are providing more in the way 
than public schools. 
Chairman Glenn. Okay. Good. Thank you both. 
Dr. Noble, GAO has made some specific recommendations that I 
would appreciate your comments on. Now, we have a lot of school 
districts nationwide that do not offer HIV education. What is CDC 
gomg to do to try and corret^t that? 

Dr. Noble. Well, we have made it very clear in the announce- 
ments of the availability of our funding that we expect schools to 
have age-specific education ri^ld through the grades and, as I have 

mentioned in my testimony 

Chairman Glenn. All of them including 11 and 12? 
Dr Noble [continuing]. That we have specifically requested that 
each of the applicants address the gaps in all age groups and have 
as a target an increase in each grade, including the 11th and 12th. 

I would say that we really do feel th«* this is important, as the 
burgeor General Dr. Koop said in October 1986, on the release of 
u \^]^^^* seemed rather controversial that there 

should be age-specific education right down to the youngest ages 
where this information can be understood. We believe it should be 
part of a comprehensive educational program. We do not feel that 
at the Federal level we have the opportunity to require specific 
education. The control over content of materials presented to our 
youth throughout the history of our Nation has been very jealously 
guarded by local authorities. 

Chairman Glenn. When will guidelines be issued for teacher 
trammg in HIV studies? I think that has been a criticism of CDC; 
no guidelines out yet after all this time. Why not? 

Dr. Noble. Well, I would say that in January 1988 we did * je 
recommendations for education of teachers. We published specific 
information that should be taught to age groups, each age group, 
and we feel that each teacher should be familiar with that informa- 
tion. We believe that the teachers, in order to teach the informa- 
tion, as any teacher teaching any subject, must be knowledgeable. 

We have not specifically required certification or standards, ^ 
again because that is not generally viewed as a Federal responsibil- 
ity, but we have made it clear and we intend .iiake it even more 
clear that the content that should be provided for each age group is 
well documented in the publication that we put together in collabo- 
ration with many national and regional health organizations, 
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cal.ed *"ihe Guidelines for Effective School Health Education to 
Prevent the Spread of AIDS/* p ^jshed in January 1988. 

Chairman Glenn, There has rx^n a lot of comment about wheth- 
er some of the material being used is adequate or not or whether it 
is doing the kind of job that it should do. There has been congres- 
sional activities, you may be aware of, back and forth from time to 
time on what was permitted to be put out, and I think we have 
come to a better resolution of that now than we had at first. 

Health and education officials back in my home State of Ohio 
and representatives of other federally funded organizations do not 
feel they are getting adequate support for clear and explicit lan- 
guage lor AIDS education, including the America Responds to 
AIDS Campaign, What do you plan to do to mi*ke sure that this 
message is carried, that we can convey a stronger message, and 
what can be done to allow the State agencies and organizations to 
convey that stronger message? 

Dr. Noble. We feel that it is absolutely important to have clear 
messages. We have heard this morning from some of the witnesses 
on the importance of words that speak to the intended audience. At 
the same time, we live in a pluralistic society that has a variety of 
views about what is acceptable, and we must deal with the balance 
there. 

Part of our overall education responsibility at CDC and in other 
pares of the government is to help to change not only the peer 
values at the teenage level, but, if I may &cy, at all levels of our 
population, among community leaders, and even among members 
of the Congress and the Executive Branch; we hope to create the 
appropriate climate that allows people to accept the need for very 
clear messages. It is a difficult area, and we aim to clear these mes- 
sages promptly for these national groups that are trying to provide 
clear messages. We have as a goal a turn-around of 12 weeks in re- 
viewing these documents. 

However, I would say that for materials produced by the State 
and local groups that are funded, for example, by our Center for 
Prevention Services, we do not review those at CDC. We provide 
guidelines and expect panels made up of members of those commu- 
nities to decide what is appropriate for their communities, because 
what is acceptable in New York City may not be acceptable in the 
Midwest. 

Chairman Glenn. We are concentrating this morning, of course, 
on school-age populations, those in and out of school and what 
works ai i what does not and what the programs are. The same 
need exists for getting information, of course, on adult programs, 
as well. Can you tell us what proposals CDC has or has under con- 
sideration for improving the data on other than our teenage and 
ochtol population? 

Dr. Noble. I am sorry, improving the data on? 

Chairman Glenn. On the adult population with regard to HIV 
and AIDS. In other words, we are concentrating on schools this 
morning, but how about your information on out-of-school people, 
the adults, the general population? They have been one of the bar- 
riers to getting back your data. How are you coming on that? What 
is the status of that? 
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Dr. Noble. Collecting information on the prevalence of infection 
or getting out the message? 
Chairman Glenn. Both. 

Dr. Noble. We feel it is very important to track the course of the 
HIV epidemic. As the Presidential Commission on the AIDS Epi- 
demic said, this really is an epidemic of HTV infection, not just an 
epidemic cf AIDS, and that is why we are implementing a family of 
surveys that inciuities a wide range of things. Every child bom in 
over 44 States has antibody testing at birth to determine the preva- 
lence of infection in the mothers. 

Chairman Glenn. The figures I read this morning, I think you 
were in the room when I read those, about the sexual promiscuity 
and the patterns and the percentages as estimated by GAO for the 
school-age population, do you have sin lar figures for the general 
population at-large? 

Dr. Noble. One of the difiiculties of getting information about 
sexual behavior in adults has been the issue we have dealt with 
earlier today, and that is the reluctance of many people to openly 
discuss these questions. We believe that a national survey of behav- 
iors that put people at risk, sexual and drug-use behaviors, would 
be very useful, and we are looking forward to working with Con- 
gr^ [onj a national survey that would provide that information. 

There are other ways of getting that information, and our col- 
leagues in the Center for Chronic- Disease Prevention and Health 
Fromotion have been doing yurvoys of behaviors. As vou have 
heard this morning, it began with a small number of States, but it 
IS now up to 33 States that are implementing surveys specifically 
for sexual behavior. 

Chairman Glenn. What kind of support have you received or not 
received from HHS and from 0MB for collecting information !ike 
this on the general population? Have they supported your efTorts to 
get that kind of information or opposed it? 

Dr. Noble. In general, the decision has been left to the Depart- 
ment, that is— what is the status— the negotiations specifically on 
the survey of behaviors are being considered within the Public 
Wealth bervice and the Department. There was, as you know, a 
congressional statement that no funds should be used for such a 
survey. 

Chairman Glenn. But has HHS not supported your efTorts*' 

Dr. Noble. They have supported these efforts. 

Chairnmn Glenn. They have supported you. How about 0MB, 
have they given you the money for this? 

Dr. Noble. Yes. I am not sure specifically which request you n .ay 
be refemng to, but 

Chairman Glenn. As far as really getting these data collection 
^^^^ underway, you are receiving full cooperation out of HHS 
and 0MB. Is that ntrht? 

Dr. Noble. Yes, 1 v/ould say yes. 

Chairman Glenn. All right. 

Dr. Noble. I would add specifically that 0MB has approved the 
survey that I mentioned for collecting information on sexual behav- 
iors among the youth. 

Chairman Glenn. From 1987 through 1990, the President re- 
quested m his budget for HIV school education essentially what 
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the Centers for Disease Control had requested. For fiscal 1991, how- 
ever, CDC requested $76 million, but the Pr^'dent only submitted 
a budget request for $52 million. What is going to get left out? You 
obviously had plans for that $76 million. What is going to get left 
out, if you are only granted $52 million? 

Dr. Noble, The primary intent of that information was to target 
out-of-school youth. I might ask my colleagues to amplify that. 

Ms. Bales. The entire budget request foi school- and coUege-aged 
youth, the increase was to target out-of-school youth. We were very 
successful in getting an initiative included in the President's 
budget which is now before Congress for out-of-school youth. The 
difference between the amount that CDC requested and the 
amount that is ih the President's budget was also to be directed to 
out-of-school youth. 

Chairman Glenn. The fiprures I gave would be $24 million short 
of what you wanted. Is that correct? 

Ms. Bales. That ii^ correct. 

Chairman Glenn. So, you just will not be able to go after the 
out-of-school targets th** way you wanted to? 

Ms. Bales. We will but not as intensively and not in as many 
cities as we might have been able to reach with a larger budget. 

Chairman Gle. 'N. Was the reason for this strictly budgetary or 
were they unhappy with your program? 

Dr. Noble. My understanding is it was simply budgetary. 

Chairman Glenn. Okay. It is my understanding, the average 
grant to States and local education agencies to date has been 
$260,000 and they 'have been told not to expect an increase in fund- 
ing for 1991. Is that your understanding? 

Dr. Noble. Yes. 

Chairman Glenn. How about money tliat went unspent? Last 
fall, the Cleveland Plain Dealer reported that $34 million CDC pro- 
vided to State md local health departments for 1988 had been un- 
spent. Was that rectified? We are not pushing people to spend 
money just to spend it because it is there, but what was the reason 
that money was not spent? We sure have a problem out there. We 
thought we were helping them take care of it by addressing the 
problems with out-of-school, school programs, adult programs, and 
others, but the money is s^ill sitting there in the accounts. Wliat 
happened? 

Dr. Noble. The article you refer to in the Cleveland Plain Dealer 
dealt with funds given by our Center for Prevention Services, and I 
would say several things. First, that money will be spent. It obvi- 
ously is not going to go down the drain. 

Second, I would say we have a balance between the urgency for 
getting money spent and the concern for spending it wisely, for 
spending it within the direction, the guidelines, given by Congress 
in the appropriation. There are a variety of reasons why many of 
* our program, funded b> CDC have carryover funds. It is not un- 

common in .ur tuberculosis control programs, our immunization 
programs, our STD control programs, to have carryover funds. In 
some ways, a certain amount of carryover might be considered ac- 
tually a responsible management of money. We are concerneci 
(about reducing] that to the lowest amount. 
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Some States have constraints on spending the money efficiently 
or quickly. For example, there may be hiring freezes, there may be 
problems with legislative authority, I was at a meeting in Charles- 
ton yesterday with representatives from around the United States 
representing State and local health and education agencies, and a 
colleague from one of your neighboringStates mentioned that at 
the time the funds were received from ODC, there was a bottleneck 
in the State legislature concerning school education prc^rams that 
had to be resolved be.^ore they could proceed with the expenditure 
of those funds. 

So, it is a problem that we are concerned about and work to 
reduce, but there will be an inevitable minimum amount of carry- 
over in all programs. 

Chairman Glenn. What are yoi doing to see that school districts 
conduct KBB, knowledge, beliefs and behavior, studies of their stu- 
dents? 

Dr. Noble. Let me ask Ms. Bales or Dr. Kolbe to address that. 
Chairman Glenn. Dr. Kolbe, we have not heard you yet this 
morning. 

Dr. Kolbe. Mr. Chairman, we do a number of things. Firstly, we 
were actually requested by the State and local education agencies 
with which we work to help them develop one common instrument, 
so they could all work together and determine the kind of instru- 
ment that they could each use, they can compare their data 
amongst each other. 

We provide technical assistance to them with our research staff 
CDC, but, in addition, we provide technical assistance 
through a contract with Westat Associates. It is difficult to define a 
samplmg fran- to go out and collect data and to analyze that data, 
so that they hc^.e support actually to do the technical work. 
tttV/^ ^^"1^^ Glenn. Do you ever consider withholding a State's 
HIV funds until these KBB studies are completed? 

Dr. Kolbe. We would not. We think that it is important for the 
States to collect these data and we provide every assistance that we 
can, but we do not think it is the Federal role to demand that the 
States provide these kinds of data, to collect these data, especially 
when those funds are urgently needecl, no matter whether they col- 
lect the data or not. 

Chairman Glenn. Do you people provide any guidance to the 
States on how they might distribute their Federal funds' 

Dr Noble. Yes, indeed. Each State is expected to provide to us 
reports, and they, in turn, expect to have accountability from the 
local school districts plans must le submitted by the organizations 
within the States that use those funds. 

Chairman Glenn. The reason I ask is, with the grant it receives 
from CDC, the State of Maryland, for example, requires school dis- 
tricts to apply to the State for separate grants which may range 
from oyer $10,000 to as low as $3,000. Not all school districts apply 
cu ^^fj ^^^^ game. Does that system make any sense to us? 

Should there not be some guidance maybe on how the funds are to 
be used? 

Dr. Kolbe. There is guidance for how the funds are to be used In 
that particular case, the State of Maryland does provide through 
its State Department of Education activities, resources, support, 
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e to ail of the schools in that State, but then, in addition to 
that, thert are particular schools that want to launch their own 
demonstration activities, so it is a combination approach in that 
State. 

^ Dr. Noble. We do need to work on sensitizing all school districts 

that there is a need. I think we have heard earlier that some 
people still believe that it is not their problem and that is an issue 
we have to recognize and deal with. 

Chairman Glenn. We are going to have to move along. We ap- 
preciate your being here, all of you. Thank you very much. 

Dr. Noble. Our pleasure. 

Chairman Glenn. We are going to have to move along to the 
next panel. I have to be over on the floor at just before 12:00 
o'clock, so we are going to have about 20 minutes here for the last 
panel and we have four members of that panel that we welcome 
this morning. My time constraints do not reflect any lack of inter- 
est in your presentations this morning, I can assure you. 

Our panel this morning is Ms. Patricia Brownlee, AIDS Educa- 
tion Facilitator, Baltimore City Public Schools; Ms. Katherine 
Fraser, Prc^ram Di'-ector, AIDS Education Project, National Asso- 
ciation of State Boards of Education, here in Washington; Ms. 
Sandra McDonald, President, Outreach, Inc.. Atlanta, Georgia; and 
Mr. Jay Cobum, Director, Safe Choices Project, National Network 
of Runaway and Youth Services, of Washington, DC. 

Ms. Brownlee, if you would lead off, please. Any statement any of 
you have will be included in the record in its entirety. We would 
appreciate a summary this morning, so we can get to everybody, 
and I am sorry I do have these time constraints. Ordinarily, we 
would run over with whatever time was required, but we cannot do 
it this morning. I have to be over there to floor manage a bill in 
the Senate. 

You may lead off, please. 

TESTI.MONY OF PATRICIA J. BROWNLEE, AIDS EDUCATION FACI- 
LITATOR, BALTIMC.IE CITY PI BLIC SCHOOLS. BALTIMORE, 
MD > 

Ms. Brownlee. Mr. Chairman, thank you for the opportunity to 
testify today as part of the committee's hearing on HIV prevention 
education, serving in- and out-of-school youth. My name is Patricia 
John Brownlee and I am the AIDS Education Facilitator for Balti- 
more City Public School System, in Baltimore, Maryland. 

Baltimore City Public Schools receives funding for AIDS/HIV 
education through a cooperative agreement vith the Center for 
Disease Control, Division of Adolescent and School Health. Re- 
quests for funding have been made annually since 1987. 

With the funding; support from CDC-DASH, a specific AIDS/HIV 
prevention curriculum consisting of three lessons ^1 each level, in 
/ grades 3 through 12, iiave been integrated into a comprehensive 
health education program. Baltimore City Public Schools has been 
able to initiate and maintain a model MDS/HIV education pro- 
gram, impacting nearly all of the 108,000 students enrolled. Com- 
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municable disease prevention is taught in kindergarten through 
grade 2 with HIV infection presented as part of the larger body of 
communicable diseases. 

The construction, writing and printing of the curriculum was 
supported by CDC-DASH funding. To assure and reinforce the suc- 
cess of the HIV curriculum, extensive teacher training has been 
provided, through in-service workshops and collie courses. Fund- 
ing for substitutes to promote teacher attendance at workshops and 
stipends to defray tuition costs have been provided to teachers 
through CDODAiSH funding. 

Support and supplemental materials, videos, pamphlets and up- 
dates have been orovided to teachers responsible for AIDS preven- 
tion education. These various materials are on-site in each of our 
178 schools offering maximum accessibility and motivation for use. 
The lessons in the curriculum provide for specific use of these A-V 
supports. 

Numerous parent and community group presentations have been 
made to raise the awareness of the surrounding communities. 
Through heightened parent awareness, in-school youth and out-of- 
school youth have been reached. Follow-up presentations are en- 
couraged. 

Reaching out-of-school youth with HIV prevention messages is a 
more complex undertaking and requires creative techniques for fa- 
cilitation. With support from CDC-DASH, several programs have 
been initiated in Baltimore City. 

Five Baltimore City public school teachers serve as uotreach 
workers at the Francis Scott Key Medical Center Adolescent De- 
toxification Unit to deliver HIV prevention messages, as well as 
safer sex and other health information to the young patients. 
The^ teachers average between 20 and 22 hours per week of in- 
struction. 

A unique project has been initiated in the community of Cherry 
Hill, a subdivision of Baltimore City. Through collaborative effort 
between the American B'ederation of Teachers, also funded by 
CDC-DASH and Baltimore City Public Schools, three outreach 
teams, consisting of one teacher and one paraprofessional, have 
been formed and trained to present HIV messages to parent, 
church and other interested groups. This project haf. been so suc- 
cessful, that it will be expanded to other high-risk areas in Balti- 
more City, using Cherry Hill as a model. 

A pilot peer education program itilizing 10 students from a Bal- 
timore City Health Department '*at-risk youth education group 
was successfully initiated during the summer of 1989. The partici- 
pants were trained in communicaMon skills, HIV prevention educa- 
tion, empowerment skills and refusal techniques. As peer educa- 
tors, these students made presentations at 27 sites, libraries and 
^reation centers, to well over 800 in- and out-of-school youth. 
This program will operate once more this summer, using the same 
peer educators as trainers for new peer educators. This piogram 
will also be expanded to service in-school youth in middle school in 
September 1990. 

Keaching out-of-schooI youth is difficult and more costly than 
reaching the larger population of in-school youth. For example, the 
Francis Scott Key program will cost approximately $20,000 this 
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year to service about 250 youth. This is 9 percent of my total 
budget to reach a relatively small number of youth. 

The AIDS educatic. program in Baltimore City Public Schools 
has been successful for several reasons. The messages begin early 
and are repeated consistently through all grade levels 'I we con- 
sistently teach self-esteem building and self-concept ri. 3ing tech- 
niques, our students will be in a better position to make positive 
choices in health, as well as in other aspects of their life. 

Most young people do not use their knowledge base to make deci- 
sions concerning sexual behavior. It is important to teach our 
young people skills that they can put into action when faced with 
compromising situations where a decision must be made. 

Giving a definite message about abstinence from risk behaviors 
is important. Peer pressure is extremely strong in adolescence. An 
unclear message gives no direction and the youth will follow peers, 
which may or may not be a healthy path. 

A one-time HIV prevention presentation for students is not satis- 
factory. Students need consistent, repeated messages about HIV 
prevention. Through past experiences in teacher training, it has 
been determined that a one-time presentation for teachers is far 
from satisfactory. Training must be consistent and occur often with 
an initial '*dose" and frequent follow-ups thereafter. 

In a large system, there is also the lack of appropriate personnel 
to accomplish mammoth tasks involved in HIV education. There 
are also varying readmess levels of administrators and teachers in 
dealing with HIV/ AIDS information, and differences in perceived 
relative importance of the subject. 

HIV prevention education works best when integrated into a 
comprehensive health education curriculum. There needs to be con- 
tinuity so that good health decisions become a part of life processes 
and behavior. 

Federal, State, and local governments can assist in the followmg 
ways: Mandate comprehensive health as a graduate requirement 
for all high schools seniors; mandate that health education be 
taught by well-trained health educators; provide :ncrfased funding 
for teacher training; provide increased funding tor instructional 
support materials due to rapidly changing information about HIV 
infection; provide financial support for activities targeted tc reach 
minority and out-of-school youth, and provide additional financial 
and technical support and opportunity for networking with nation- 
al organizatio::is to existing HIV prevention programs. 

In rummary, CDC funding, technical assistance and networking 
support provide.^) the impetus for school system? to pvoduce viable 
HIV prevention programs for both in- and out-of school youth. As- 
sistance in these areas from CDC-DASH has been instrumental ir 
Baltimore City Public Schools* rilV education effort for both in* 
and out-of-school youth and tfie com^nunity at-large. 

Thank you. 

Chairman Glek>N- Tnank you very much. 
Ms. Eraser, would you go ahead, pleaie? 
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TESTIMONY OF KATHERINE FRASER, PROGRAM DIRECTOR, AIDS 
AND COMPREHENSIVE SCHOOL HEALTH PROGRAMS, NATION- 
AL ASSOCIATION OF STATE BOARDS OF EDUCATION, WASHING- 
TON, DC.i 

Ms. Eraser. Mr. Chairman, I am Katherine Eraser and I am Pro- 
gram Director of the AIDS Education Project for the National As- 
sociation of State Boaids of Education. I am pleased to be hens 
today to talk to you about what our organization, as one of the na- 
tional organizations that CDC is funding, is doing to promote AIDS 
education. 

We assist State Boards of Education, the policymakers who are 
u outlining the response of State Education Agencies to 

the AIDS epidemic. We provide direct, on-site technical assistance, 
we produce publications that help in policy development, and we 
help provide national leadership about the AIDS epidemic and the 
health crisis underlying it. 

Our State Board of Education members believe that AIDS is part 
of a bigger issue that concerns other health problems of our young 
people. They are concerned that health problems are interfering 
with students' ability to learn, their motivation to graduate from 
high school, and their readiness to take their place in the world. 

Teenagers who are depressed, who are alienated or taking drugs, 
or who feel like they have no future are at risk of school failure. 
For us, this means that schools need to be much more involved 
than they ever have been in the past with supporting the health 
and emotional well-being of students. Many people will disagree 
with this idea, because they will think that the school's role is to 
r ^!P^ academic achievement and not stray into the health 
fieid But we believe that schools must be partners with families 
and communities in doing this. 

fU^o^^'^ support, we have formed the National Commi&<iion on 
the Role of the School and the Community in Improving Adoles- 
cent Health, The Commission is composed of leaders in health, edu- 
cation, the media and business and will issue a report to tne 
Nation with concrete recommendations on June 8th. 

Also with our CDC grant, we have become a national and an 
internatioual center for information about AIDS and education. 
L^^^year, we produced a publication, '^Someone at School Has 
■ J 1 ^ requested by 17,000 organizations and indi- 

viduals in tne past 6 months. It has been the basis for many State 
and local policies for people with AIDS that are medically correct 
and compassionate. 

We also help States develop AIDS education policies and, 
through our surveys, we have learned about the impact of our 
work. In the summer of 1987, seven States required AIDS educa- 
tion. Now, in May of 1990, that number has increased to 30 States 
and the District of Columbia. 

I want to tell you that I have been working closely with the Cen- 
ters for Disease Control and the Division of Adolescent and School 
Health for 3 years and I think their program is first-rate Like any 
innovative new program, it has had its growing pains, especially 
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since it was dealing not only with a public health issue, but a very 
emotionally and politically charged issue in the States. 

As the program progresses, I have two main recommendations 
that would address the problems that are reflected in the GAO 
report. First of all, that CDC continue to draw upon its national 
organizations and the strength that it has built there, to educate 
their constituents in the States about the importance, for example, 
of conducting surveys, of making sure that 11th and 12th graders 
are educated about AIDS, of making sure that rural schools are 
giving AIDS education, and to support teacher training, 

I would also suggest that, as CDC continues to strengthen State 
education agencies, that it also build Jmks with other State agen- 
cies and with legislatures and governors. Many States that have 
made a very stro. .g commitment to providing AIDS education have 
had the support of their legislators and governors. It is these 
people whose hearts and minds must be won in order to develop a 
comprehensive approach to this epidemic. 

I want to thank you for your leadership on this issue. It helps 
organizations like ours and it has been a pleasure to be here. 

Chairman Glenn. Thank you, Ms. Fraser. 

Ms. McDonald. 

TESTIMONY OF SANDRA McDONALD, FOUNDER AND PRESIDENT, 
OUTREACH, INC., ATLANTA, GA > 

Ms. McDonald. Thank you very much. Senator Glenn, for giving 
us this opportunity to come before you. 

I am ^esident and Founder of an organization called Outreach, 
Inc., ol ritlanta. It is a minority community based organization 
formed 4 years ago to address the needs for HIV education of the 
minority community. It is the first minority organization started in 
the State. 

V/e use traditional and non-traditional approaches to provide our 
education and on our staff we have 15 recovering IV drug users 
and five persons with HIV disease. We have an in-school and out- 
of-school program and I would like to talk a little bit about what 
we have seen with our out-of-school activities. 

You asked earlier what works and what does not work and, in 
my lew minutes, I am just going to <».ddress that. What works is 
peer-to-peer level education; what works is David's testimony that I 
am 19 and I am HIV positive; what works are rappers who are 
young leaders, football players in their schools who are looked up 
10 by other kido, who will say it is not cool to do this, you really 
need to know &' out AIDS, 

What does not work are programs designed by adults for teen- 
agers who have no feel for what is important to them and what is 
not; what does not work is just '^don't say no," because no is not in 
the teenagers' vocabulary, plus it is not in our vocabularies, so 
what we expect of them is not what we do oursolvef: 

What I often have to remind mvself and others is that the kids 
that we are calling teenagers today were bom in the seventies, 
when those of us who were in our twenties and beyond experienced 
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our sexual revolution. So, what they were able to see and what 
they were able to put back to us in the sexual revolution or drug 
usage, it used to be very popular in the hippie generation to smoke 
dope publicly. These kids were 2 and 3 then and they remember 
those kinds of things, or parents who drink all of the time. If those 
kinds of messages, that that is what you see at home, it is very dif- 
ficult to go to a school setting and hear this boring lecture about 
just saying no, because you do not see anybody practicing no. In 
the seventies, we were not using condoms. Uur kids are just getting 
exposed to condom use, how to use them and all. 

What works is talking straight. What one of our problems is the 
restrictions that we have on Federal money, to not be able to talk 
to kids on their level, to not be able to use culturally sensitive 
slangs which might be our only way of getting messages across. It 
would be just like killing me to go on the streets of DC, where it is 
a high drug usage area and speak French, if I am not allowed to 
talk the ways street kids accept and understand the way I talk, if I 
do not look like they look, if 1 1. n dressed in this suit, that will not 
make it. 

So, what has worked is using peer-level education in all ranks 
and I will be very glad to give you some follow-up information in 
v'/iting on what has worked and what has not worked. Let me tell 
you that we have seen some definite change in behavior. We first 
started and it was a joke to even try to give a young black youth a 
condom. We now distribute 1,000 condoms per night just in our 
little program. 

What also works is the credibility and trust that you get if you 
continue to go back. Please let me say about finishing, that it is 
just not enough to provide the education, no matter how much you 
provide in education. We have to take the next step ard help 
people learn how to change behavior and that is the tougher job. 

Thi.nk you. 

Chairman Glenn. Thank you very much. 
Mr. Coburn. 

TESTIMONY OF JAY H.S. COBURN, DIRECTOR, SAFE CHOICES 
PROJECT, THE NATIONAL NETWORK OF RUNAWAY AND YOUTH 
SERVICES, WASHINGTON, DC ^ 

Mr. CoBURN. Chairman Glenn, my name is Jay Coburn and I 
direct the Safe Choices Project for the National Network of Run- 
away and Youth Services. I am here representing the National 
Network of Runaway and Youth Services and over 900 community 
based programs that serve the thousands of young people living 
without the support of our schorls and other institutions. The Na- 
tional Network of Runaway and Youth Services educates and as- 
sists the Nation in providing support aiid services for high-risk 
youth and their families, so thev may lead safe, healthy and pro- 
ductive lives. 

Thank you for the opportunity to speak. I would like to briefly 
talk about why high-risk youth are at the greatest risk for HIV in- 
fection, describe our CDC-funded Safe Choices Project 'and discuss 
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what we have learned in working with CDC*s Division of Adoles- 
cent and School Health on HIV prevention initiatives. 

So, why are adolescents at the greatest risk? Adolescence is a 
time of experimentation for most young people, as they assert their 
independence from parental fig'ires and begin to explore new ideas 
and behaviors in preparation for adulthood. Unfortunately, this ex- 
perimentation includes early sexual activity and alcohol or drug 
use, placing youth at risk for a variety of health problems, includ- 
ing HIV. 

Youth at highest risk for HIV infection face the same develop- 
mental challenges as other youth. They experiment, test limits and 
believe they are invulnerable. Ho'vever, they are moving into 
adulthood without guidance. They are isolated from institutions 
such as families, schools and doctors that provide HIV prevention 
messages. 

Runaway and homeless youth are particularly vulr rable. Life 
on the streets appears to be the most viable option for many the 
estimated 1.3 million youth who have fallen through the cracKs of 
an overburdened child welfare syst^iu or who have fled abusive 
families. These young people are black, brown and white, their 
families are affluent and poor, many have been abused and be- 
trayed by adults. They are distrustful and have been emotionally 
battered. 

In fact, 40 to 60 percent of these young people have been phys- 
ically or sexually abused. They lack self-esteem and turn to drugs 
ard alcohol to fit into the street scene and escape their pain and 
sense of hopelessness. Many are the survivors of sexual abuse. 
They have yet to learn the difference between intimacy and sexual- 
ity and engage in sex, when all they really want is someone to hold 
them and take away their hurt. Their lack of education makes sur 
vival sex or prostituaon one of the few ways to earn a living. 

Runaway and homeless youth often lack HIV prevention infor- 
mation, the negotiation skills necessary to practice safer behavior, 
and access to condoms or bleech to disinfect needles. Too often, de- 
pressed and demoralized, these youth lack the will to save their 
live s through less risky behavior. 

CJetting young peopl** off the street is bottom-line HIV preven- 
tion. Also, street outreach and youth emergency shelter programs 
are the point of access for many of these nigh-risk young people. 
With resources and training, these community-based organizations 
are strategically poised to help young people change their behavior 
to make them safe from HIV infection. 

So, what are wt doing at the National Network to provide train- 
ing and assistance to these community based organizations? Our 
Safe Choices Project has received funding from DASH for the last 3 
years. The project^s goal is to expand HIV prevention activities 
benefiting out-of-school youth. Working with community based 
groups nationwide, we provide educational materials, training and 
technical assistance and public information. 

Our Safe Choices Guide is the central component of the project 
and is designed to help youth serving organizations develop HIV 
policies and staff and youth HIV prevention education programs. 
Final approval on the text of the guide was received from DASH 
on April 27, and the guide will be distributed free to over 340 feder- 



43 



44 



ally-funded runaway and homeless youth ceiters and other yoi ' 
serving agencies nationwide. 

Workshops and training seminars are held throughout the coun- 
try to alert youth workers to the impact of the epidemic on young 
people. So far this year, we have reached 400 youth workers, teach- 
ers and other professionals. By October 1, an additional 300 youth 
workers in each of the 10 Federal regions will have participated in 
our 2-day intensive training. 

We also provide technical assistance and a toll-free hotline to 
provide aEsistance in developing programs and finding materials 
for professionals serving at-risk youth. 

So, what have we learned from working with DASH on HIV pre- 
vention initiatives? Effective HIV prevention for all youth must 
provide information and skills. Teaching young people about how 
the virus impairs the immune system will not help them if their 
partners refuse to use a condom. Young people need refusal and 
negotiation skills and explicit information, if they are to reduce 
their risk. 

A recent study found that at-risk youth lack negotiation skills 
and, despite a high level of knowledge about HIV infection, contin- 
ue to engage in high-risk behaviors with multiple partners. Suc- 
cessful behavior change intervention requires 10 one-hour sessions, 
providing explicit information and skills training. Local communi- 
tip^ need highly skilled trainers to work with these young people. 

Numero-s Federal agencies within the Public Health Service, in- 
cluding ..ASH, NIMH, and NIDA, fund agencies ser^'ing out-of- 
school youth However, there is not enough coordination between 
agencies nor is there enough aharing of resources and model pro- 
grams. 

To address these difficulties, we recommend that more funds be 
made available directly to community based organizations, to pro- 
vide you*4g people with mtensive training necessary to initiate and 
sustain behavior change, and to national organizations who can 
provide training and materials to local organizations. 

We recommend that the CDC modify current restrictions on the 
content of HIV prevention messages, to be consistent with the 
Cranston Amendment allowing the use of targeted materials 
proven to be effective by public health experts, even though they 
may offend some audiences. 

We also recommend that PHS increase coordination among Fed- 
eral agencies making HIV prevention grants to community based 
organizations targeting out-of-school youth. 

I would also like to comment on the placement of the out-of- 
school youth initiative at CDC. As you know, the initiative is now 
based within DASH. At first glance, the wisdom of making the de- 
partments of education responsible for students who appear to 
have left their system may seem questionable. However, practice 
yields other conclusions. 

First of all, the boundary separating in-school and out-of-school 
youth are permeable. Youth may be in and out of school over peri- 
ods of time, for a variety of reasons. 

Second, schools know young people and the technologies that en- 
hance their learning bettf.r than any other system. Young people 
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in trouble need to be served by systems tailored to meet their de- 
velopmental needs. 

Health departments, homeless shelters or drug treatment pro- 
grams designed for adults are inappropriate for adolescentd. Minors 
are often denied services at adult oriented programs and if they 
can be served; they are often exposed to the mfluence of very trou- 
bled adults: - 

Also, as schools respond to the crisis in education and train the 
v^orkforce of the future, adolescents who have left school need en- 
couragement and help in reconnecting with the school system. The 
DASH program reinforces this involvement. 

Finally, DASH's initiative is resulting in some unique and effec- 
tive partnerships between public agencies anti community based or- 
ganizations. Some examples of these collaborations include, in Sen- 
ator Kohr.. hoipe State of Wisconsin, the Department of Public In- 
struction funded a training conference for runaway and homeless 
youth programs, using CDC funds and conduct.ed by our stpOF. 

We have provided technical assistance to 24 State teams of 
public and private agencies at three DASH-sponsored conferences 
for State education agencies. Next Sunday, Monday ana Tuesday, 
in your home State of Ohio, we will be trainmg 40 youth workers 
who will attend a 2-day training provided by our project. They will 
be joined by representatives of the Ohio Department of Education, 
the American Medical Association's DASH-funded Youth HIV Edu- 
cation Project, as well as a program officer from the AEtna Life & 
Casualty Foundation, who is interested in funding HIV prevention 
for high-risk youth. 

However, these collaborative relationships need to be expanded 
and DASH should continue to require education agencies to work 
more closely with community-based youth-serving agencies. Some 
State education agencies still lack expertise for reaching out-of- 
school youth «rj DASH should use its six national organizations 
serving these youth, to provide technical assistance to education 
agencies. 

We recommend that CDC's HIV prevention efforts targeted at 
o"^J<;School youth continue to be coordinated by DASH, that 
DASH should require education agencies to more aggresb. .ely work 
vvith community based agencies reaching out-of-school youth, and 
that DASH should increase funding for national organizations that 
work with constituencies serving out-of-school youth, enabling us to 
provide more comprehensive technical assistance to SEAs end 
LEA s. These ground-breaking partnerships will ultimately benefit 
out-of-school youth by teaching those who work with them how fjo 
provide HIV prevention and by teaching educators the needs of the 
out-of-school youth and how to best reach them. 

Under DASH's and the Federal Government's leadership, com- 
munities are finallv banding together to address the myriad of 
problems facing high-risk youth and their families. It is our recom- 
inendation. Senator Glenn, that DASH's efforts should be contin- 
ued and strengthened. Thank you and we appreciate your leader- 
ship in drawing attention to this issue. 

Chairman Glenn. Thank you all very much. 

I have two pages of questions here that I am not going to be able 
to get to. What we will do is send some of these to each one of you 
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or mnybe the whole works to all of you» I do. not know. We will 
break it down somewhat* and we would ask that you respond ^for 
the record,,please, because I do have to go^to theuflqpr Lfiave a 
^mmitment over, there and I im sorry we dp not have .toe for 
moi^ .qucitions. this morning.^ f you would resp^ 
would appreciate it yery much and your r^iponse will^be included 
in the recoH as part of the hearing.^ > . 

I ato sorry I do^ not^ha^^e time to^^^tick around^and talk 
of you a littie bit more here this 

Davids I wanted to.taUc.witKVou in.particu^^ a little bit fJbout 
this, but I do have to go over to the floor. v v 

Thank you all very much for being here ' morning. The Coxr^- 
mHose will stand in recess, subjebt to call of the Chair. 

[Whereupon, at 12:00 noon, the Committee was in recess, to re- 
convene subject to call of the Chair.] 




/ 



51 



APPENDIX 



GAD 



Te^imony 



For IUImm 
OA Dttlivttry 
txp*Gfd at 
• s30 EOT 

Kay 3, 1990 



ift Oovaraga Still 



GSM 1 



8tat«Mnt of 

lUrk V. IMtdal, AMooitta Director 
fox KAtlonal and Pu1>11q Saalt. 
BuMm Itasooxcaa Division 

Bafora tha 

Sanata CoAlttaa on CovanvMai ' 
Affairs 




(47) 



5^- 



4S 



SUMMARY 



Most AB«riCAn teenagers havo recaiv*d •Ascntial infonaation on th« 
cauftM of AIDS and how to ainiaiza tha risks of bacoaing infactad 
with HXV. However, GAO found that lhara still vara gaps in tha 
provision of AIDS education. 

In raviaving tha school-basad HIV aducation prograa nationwide, 
GAO found that 

— Two-thirds of tha nation's school districts offar HIV 
aducation; 

— saaXlar districts wera lass likaly to provide HIV aducation; 

— HIV aducation is not provided at all levels, particularly in 
tha upper grades, where the likelihood of sexual activity is 
greatest; 

— essantial planning and aonitoring data on students' 
knowledge, beliefs, and behaviors are inadequate; and 

teacher training is often insufficient or lacking. 

In reviewing education programs targeted at high-risk, out-of- 
school youth, GAO found Vhat 

— CDC*s Division of Adols^cant and Schcol Health has been slow 
to address HIV education needs; 

— the DivisXwn has primarily funded education agencies and the 
resulting out-of -school activities have bean limited; 

— tha Division plans a new initiative to fund health 
departments to reach out-of -school youth that potentially 
duplicates another CDC Center's approach. 
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Kr. chaitBAn »nd Hft&b«rs of th« Couitt**: 

I ui pl«as«d to b« A«r« today to discuss our rsvisv of sducatlon 
programs for youth dssignod to ll&it ths rprssd o2: ths husi&n 
i'lnunodsficisncy v*;^ (KXV)« vhich causae acquired. 
i&Bunodsficisncy syndroM (AIDS) . tts focused our work on ths Isad 
fsdsral sffort^^ths HIV •ducation progrsB nin by 'hm Division of 
Adolsscsnt and School Ksalth (OASB) « within ths Csntsrs for Oissass 
Control (CDC), without a huaan vaccins or curs availabls, 
•ducation is ths prla^iry vsapon again^'. ths profound msdicx^l and 
social costs of ths HIV spidsaic. 

Host Aosricar ssnagsrs havs rscsivsd ssssntial infomation on ths 
causss of AIDS and how to miniaizs ths risks of bscoming infsctsd 
with HIV. Kovsvsr« thsrs still ars gaps in ths pz wision of Ai;}S 
education. For sxaspls* AIDS education drops oft sharply in th«i 
11th and j.2th grades « just as ssxual activity tends to incrsasc<. 
In addition* students in oaallsr school districts ars Isss likely 
to recsivs any AIDS education. Purthsrsore, AIDS education efforts 
are cost clearly deficient where they are aost clsarly nseded — in 
the high-risk out-of-school population, which 'ncludes runaway and 
hoasless youth. 
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BACKGROUND 

Many young people are engaging in sexual behaviors «,nd drug use 
that place thea at risk of HIV infection. Although few teenagers 
have AIDS, about 20 percent of people with AIDS are in their 20s. 
Because HIV's aedian incubation period is estinated at nearly 10 
years r nany of these people were infected with HIV while they were 
teenagers. 

CDC has the lead responsibility for federal HIV eiucation efforts. 
Its Center for Chronic Disease Prevent ion, and Health Proaotion, 
responsible for HIV education for school-age youth, initiated a 
nationwide HIV education progran in late 1986. DASH, which is 
within chis Center, provides technical and financial assistance 
through cooperative agreeacnts to state and selected local 
education agencies and national organizations. These cooperative 
agreements are designed to help schools and agencies serving both 
in- and out-of-school youth develop HIV education prograas. The 
education agencies and nacional organizations then design and 
operate their own prograns. 

CDC allocated $136 oillion of its fiscal year 1987 budget for all 
AIDS prograns. Funding increased to about $438 nillion in fiscal 
year 1990. As shown in figure 1, about half of these funds were 
used for prevention activities, such as counseling and testing, 
health education and risk reduction, and sinority initiatives. 
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which ar« «dninist«rftd by another CDC coaponer.t, th« Center for 
Prevention Services. About iO percent of CDC*» overall AIDS 
funding vas targeted specifically for youth education activities 
in OASH. 



Ky testinony today will cover DASH's efforts targeted to both in- 
school youth and cut-of-school youth, which includes runaways, the 
hoaaless, migrants, and incarcerated youth. 



(FY 1990) 
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YOUTH IN PUBLIC SCHOOLS 

First. I will discuss efforts to provide HZV education to studen^cs 
in public schools nationwide. HIV education in the school setting 
atitespts to give students the knowledge and skills ^Jiey need to 
avoid HXV infection. DASH focused on public school students 
because nost youth are in rather than out of school. Also, it 
reasoned that HIV educatior^ provided in the school system could 
influence behavior before youth dropped out of school, our 
inforaation is based largely on a telephone survey of a nationally 
representative g^naple of school district officials. 



HIV Education Is Not Provided 
at All Grade Levels 



COC recomnended that students at every grade level receive age- 
appropriate HIV education to expand and reinforce knowledge. 
However, only 5 percent of school districts required that HIV 
education be provided at every grade level. Coverage is aost 
extensive in the niddle grades and less so in the upper grades. 
As figure 2 shows, only 15 percent of school districts provided 
HIV education in the llth and I2th grades. This is troublesoae 
because sexual activity is likely to increase at these grade 
levels. School district officials told us that already crowded 
curricula restricted their ability to provide HIV education at 
every gra<ie level. 

4 
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IMngolKYMuatttan 




Tvo-thirds Of public school districts nationvld. r.quired that HIV 
education bo provided at sob. point in grades V through 12 during 
the 1988-89 scJiool year, of the districts that did not require HIV 
education, Bost were small, enrolling fewer than 450 students. 
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Easan^ial Planningf flnd MonH^orlnq 
Data Ar*i Inadequate 

For prograns to set prioritieji, evaluate success, and ioprcvc 
operations, they must collect data on students' HIV knowledge, 
beliefs, and sexual and drug use behaviors. 

However, over 80 percent of recipient . of CDC funds did not 
collect this essential information. Only 11 percent of recipients 
met CDC standards for generalizable surveys dealing with students 
sexual and drug behaviors. CDC officials stated that essential 
information was not collected because this was the first program 
year for many states, and some lacked staff to conduct surveys. In 
some cases, recipie.^ts could not obtain state or local 
authorization to ask questions about students* sexual or drug use 
behavior. 

yaacher Trainin g Is Often 
insuffici ent or Lacking 

Training for some HIV teacrturo was absent or often insufficient. 
CDC has not set any standards for the amount of training - :uired 
to effectively teach about HIV, but educational authorities with 
whoa we consulted recommended at leas' 12 hours of HIV training. 
One-fifth of HIV teajhors received no spacialized training. The 
remainder received some training, but it was oft^sn less than 12 
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hour*. Thfft i«, t«ach«rs i» two- thirds o£ th« distric^« r«c*iv«d 
training of 10 hour* or 1«8S, with a median o£ 7 hours. Host 
school district officials w« talked to wanted to provide nor* 
training to th«ir HIV t«ach«rs. 

OOT-QP-SCTOOL YOtJTH 

Mow I would liks to turn to the status of HIV , ducat ion for out- 
of -school youth. Thess youth are especially vulnerable to HIV 
infection because of the extraordinary stresses in their lives, 
their psychological problems, and the resulting high-risk sexuhl 
and drug behaviors they are more likely to engage in than other 
youth. Providing HIV education to thGa<* youth is difficult 
because they often are hard to locate and resistant to prevention 
cesjsages. HIV education programs targeting out-of -school youth 
should provide information on HIV transmission and prjivention and 
the skills to change high-risk behaviors. These programs are nest 
effective when linked to others that provide for basic needs, such 
as food and shelter. 

DASH Slow to Addrft^t^y 
Out-Of-SchOQl Youth 

DASH h^, Iv-^en sIqw to address the HIV education needs of out-of- 
school youth. Cooperative agreements with education agencies 
generally included funding for both in- school and out-of-school 
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youth, but DASH initially tar9«te<l forts to th« larger, •asier 
to rtach, in-school population. DASH provided no specific 
guidanctt on how recipients should approach out-of -school youth. 
Nor did it specify what portion of any particular cooperative 
agreeaent was to be spent on out-of-school youth. 

State and local education agencies, the priuary recipients of DASH 
funding, are not geared to serving out-of <*school youth. These 
agencies received awards averaging less whan $300,000 to meet the 
needs of both in**school and out*-of<-8chool youth. Host of the 
funding was used for in*school programs. About 5 percent of the 
funds Awarded to education departments were used to fund out<-of- 
school youth programs. DASH also funded six national 
organizations to target their efforts to out-of-scho;3l youth. 
These organizations received about 5.6 percent of total DASH funds 
for youth education. 

DASH-Fundcd Education for 
Out-of«School Youth Is Limited 

DASH-funded HIV education efforts for out-of -school youth are 
limited* Few of the funded education departments targeted out- 
of-8chool youth for any HIV education services. Services needed,, 
but usually not provided, included direct contact with out-of- 
school youth and design of appropriate HIV education materials or 
curricula. Recipiencs said this happened in part b^cxi'^se they 

8 
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lacked •xp«ri«nco with thsso youth and th« organizations that 
Mrvtt thaa. Moraovar^ thosa aducation dapartaants that fundad 
af forts outsida tha tr&ditional school satting primarily ta- jatad 
taanaga parants or problam in-school youth, rathar than hoaalass 
or runaway youth. 

Bv Ralvina on Haalth tv>nart»anta DASH Plana to gy ^and Proav Mt 

Bacausa thasa affoits did not affactivaly sarva out-of~school 
youth, DASH plans to fund six local hailth dapartaants or othar 
local agancias to sarva as focal points for adolascant aducation 
activitias. Thasa dasignatad agancias will coordinata ccmaunity 
HIV aducation af forts in high**incidanca citias, Anothar cantar in 
COC, hovavar, has a slvilar affort undarway to aducata high-risk 
youth, 

CDC 'a lantar for Pravantlon Sazvicaa 
Alao Funds Haalth Oapartganf to 
Taraat Hioh-»Riaic Youth 

Tha Cantar for Pravantion Sarvicas also fxinds pravantion prograns 
in haalth dapartsants and co2JKunity-baa^ organizations for 
populations at risk, including out«>of«school yov^th, Thasa 
includa: (1) stata and lucal haalth aapartaant pravan<:lon programs 
to support Haalth Education and Risk Raduccion activitlaiv and 
spacial Minority Initiativas, (2) AIDS Coaaunity Daaom trotion 
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Projects to conduct research on cooaunity HIV education strategies, 
and (3) comnunity-based organizations developing HIV pxrevention 
progratts for minority and high-^risk groups. Ne believe these 
programs potentially duplicate DASH's in^.tiative to fund health 
departments to target out -of -school youth* Considering the urgent 
need to reach these high-risk youth, it nay be preferable to 
concentrate efforts where the system is already .n place to reach 
this high risk population, rather than waiting to develop a new 
initiative* 

RECOMMEKDATTON^ 

Concerning youth in public schools, ve are recommending that the 
Secreta:ry of Health and Human Services require the Centers for 
Disease Control to (1) take a leadership ^ole in developing 
approaches to extend and reinforce HIV-r#lated education for llth- 
and 12th^rade students, (2) work vxth state education agencies to 
assist smaller school districts in overcoming resource or community 
barriers that prevent them from offering HIV education, (3) ensure 
that state and local grantees collect adecjuate survey data from 
students to evaluate and improve school-based programs, and (4) 
develop guidelines for the training of HIV teachers* 

Concerning out -of -school youth, we are recommending that CDC 
consider whether the out -of -school youth component of DASH should 
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b% strgod with COC«» •xlAtiny pr«vMtion^ program within thm 
Centtr for Pr«v«ntion SsrvicM* 



Thi« conclud«« «y statwMmt, Mr. Chairman. I would b« happy to 
an«w«r *ny qua»tion» you aay hava. 
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June 2f> 1990 



The HonOEible John Glenn 
ChiiEMn, Coaaittee on 
GoverniBental Affaira 
United Statea Senate 



Dear Ht. Chairoani 

Theae are our rejponaea to tha followup queationa for the 
Nay 3, i990 hearing poa»<3 in your Hay 24f 1998 letter. 

Qoe«t ioo 

1. Shojld CDC officiala nake an effort to aeet with the atate 
or iocal authoritiaa and parent groupa which My be 
oppoaing the collection of th^e dataf ot would 
encouragement be better received if it case tzoa an 
organisation like the National Aaaociation of State Boarde 
of Education (NASBE)? 



Me believe tl at CDC a'lould uae both approachea to encourage the 
collection ol data on the knowledge! belief^f and behaviora of 
Jtudenta li. order to allow adequate eveluation of HIV education 
prograaa. Th^t ie, CDC officiala ahould make personal appeala 
to groupa oppoaing auch data collection while alao enlisting 
the aupport of educetional organisetiona to appeel to theae 
aaae groups. 



Quest i OP 

2. What ii your reaction to COC*a fear that aetting a niniaum 
atandard for HIV teacher training beco»ea the oaximua, and 
no additional inatructlon will then occur? 



Answer 

Our flndinga on the very low number of houra of teacher 
training providad indicate that aotie atandard is neceasary, 
even though it aay be prelininary and require edjuataient at a 
later date when COC*e reaearch efforts provide new inforaatioii. 
Given the large ahare of teachera with little or no training! 
it is important at thia tine to aet a ^iniBuai atandard to get 
the Boat oasential information to all teachara dealing with 
AIDS. 
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Qtt»«tlon 

3* Do you believe that COC should specify in the funding 

docunents what portion of the funds ahould be spent on out-^ 
of -school youth? 



We do not believe that COC should require a specific 
percentage for out-of -school youth in funding documents. 
Rather^ it woul<3 be preferable to encosirage out-reach to this 
population and to fund organizations likely to serve then, 

Qqestion 

4, Last sumer, I received GAO*s Report documenting staffing 
and funding problens at the Center for Prevention Services, 
Should we really be adding additional responsibilities 
concerning out-of -^school youth to that Center when we 
already know there have been problems In its program for 
educating the general population? 



CDC Officials have informed us that past staffing shortages 
have been alleviated* In addition, we believe that out-of- 
school youth would be nor« quickly served by relying on the 
Center for Prevention Services that already has a system in 
place to serve tht^se type of youth and has a much larger budget 
to do so. 

Questions from Senator Sasser: 
Qaestlon 

1, Do you believe that rural school district officials have 
access to the latest facts and figures, vhich show that# in 
m^ny states^ including my homo state of Tennesseo# AIDS 
crses are rising most rapidly in rural areas? 



While we have not interviewed rural school district officials 
about this specif ically^ ft is quite possible that such 
officials may not have AIDS data for various reasons^ either 
because they do not perceive a concern about HIV infection in 
their area or because health data are not easily accessible in 
their locations* 



Ansifr 
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2* It is clear trom your ' \tlBony that winy saall rut«l 
school districts do n tquire AIDS sducstion. Oo<,yott 
bslievs that *-Jiis asy ^ in psrt to ths psrcsption; which 
is in ay visw inaccur«t«« that \IDS is a big-^ity problss^. 
and not soMthing that raral coMunitiss havs to b« 
concsrnsd with? 

Anawr 

K« found that aany saall school disteicts do not rsquirs RXV 
•ducatlon* Sees of th«s« district occicials did say thatj such 
•ducation was not parcslvsd as innsdiataly nacassary iB thair 
locations* Howavarr it is isportant for thasa^cowNiiitSaa to 
bacoM coacarnad and intitiata KXV.aducatior^ as Bsny ofr.tha 
t^anagars'froa thasa »raas will soan aova to larga urban areas 
whara thay will naad tha knowladga and skills to avoid HIV 
infacticrtr 

Sincaraly yours, 



Mark V* iTtdel 
Associata Director, National and 
Public Health Issues 
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TO: rjnttc. John Glenn 
* . United States S^r^te 

Cacreittcc on Go\»er rf^cntal k^Uiiti 
Kashi-^gtcn. D.C. 20510-6250 

FROM: ^SS lores K. IX2\>11 

Karrcn toPton Fundanentai Hi^h rr:hooi 
3019 Car^l Street 

Ncv Or?-»ns, U 70:19 



Dear Senator Glcmn: 

in rcrpcnsc to vocr letter dated Apr:l 11. 1990. 1 am nost happy 
10 f.upply ">-co'v:th the info:Taitio:» you have requested. 1 vill try to be 
aj» thoroujh ani concise «s possible 

Here ^n Nev- OrUans ve try vcrv hard to Keep ocr teachers updated 
on infornatioo concerning HIV and AIDs". While the Centers for Disease 
Control has increased its funds for such education. 1 am cicheartcned that 
there >s vet insuJliciitit funds to reach all of the Sd>ool->ged Youths in 
ocr Rtite* Bscacse of the lack of funds, our schools cannot supply, vhat 
I f*.-l. the neressarv v-orK-shops or cater lals needed to do the best job 
ocssible. 1 do «nt'to give vou sow? bacK-ground infonnation on the 
Louisiana Educational Systea and .'^en to ihare vith yoo vhat ve have triSw 
to do :n Nev Orleans. 1 vill also then toll you vhat I do. uncer the 
circuntstances. to reach students and the nxsthods i use. 

-•-s- ch<?-e a-e 28 Junior and Mi-'dle Schools and 24 Senior Hi^n 
schools t?ib^^c^ 'no are spesK-ing of 33.000 students ^^^^^J:^ 




t'-e nct"re:^):rcd to taUc Physical Education and Health. O^r students are 
cnlx- recj:red to tat:e 2 years of P^ycicai Education and Her. 1th anc tnis i 



cone usuaiiv :n t'^ 9th a-d :Cth crtdcs. rtor.- :f our 9tn ar: 10th graders 
cnocse :r. sir« schoois. t^*v r^y ta.:e ROTC. Jucserjentiy , these stude.-.t5 
*'e 'cs- to us. rnan u.:^. t.nis is not a prci.eni m ni' p^irticcier schoc.. 
tnc State li^ c-so ?r. r.ts the tc^c.-.in? of SeN Educa' ior. baler- tnc 
'•r.s 15 ^5r:^:• 
sc. J.: IC-..N; 



la- --5*. need c-anjm; hs* 
w u'lfcrf rttcy f^o *?tn ^ 



*o\.\z chilcre-. 



7th r--3 
hat are 



v^cj*..r • 



•J2C^e.? i.e tec to leac* r?" 

^5". Ti: ^:ci-55te :n > 5 zi) \'or;«-shr.^ 
"•J:*"* *r r"**5y.*^ .ce *• Sct*^. * !«n^'er£ cf .\«? 



'.5 t-.r Sex 
T^^rc is also a 
0. .c?-*5 in rrd:t:o 
'•^\c :ne5? 
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Education C^achers and 97?; of cur Acnptec riiyoical Ecijo^ticn Tcdcli^rs are 
certified For scxte reason # of vhich I asj not sure, our better tecchcrs 
S03C to leav'e the classroom and raovc into Ad- inistration. ffeybe this 
occurs because of the frustratjon of not being abic to reach core students* 
and the poor salary teachers are paid m Louisiana, I* cn the other hand, 
feel that I an desperately needed in the classroora. I feel tny students 
"truly need and I love vhat I do. Here in Nev Orleans, ue have vhat vc- call 
a STAT Program (students teaching AIDS to students. These students are 
Medical students frccn Tulane Uiiversity and Louis*ana State Uiiversitj). 
There are other organisations that we call on to help dis inmate Aius' 
mfonraticn, such as the American Red Cross, Flarjied Parenthood, "^hool 
K»urs6s that are m attendance cnc-half day m e\^r\- scnool, fhe %aticnsl 
Clearing House for AIDS, the rJational FT^'and the Aznerican Federation cC 
Teachers. 

Second, the teachers m IJev Orleans razct be creative. ^--Kr.-iedgeacle. 
and love they are doing. They rjjst be viliing tc see:^ inroruvaL^cn * 
ar^c see that this in:->mation ''hits hone". The wk-shops that have been 
available, and there ' ave been si:; this school year, have not reached all 
of our te2(^rs because they cannot be eNcused'fron their r^chool to c;.;end 
ther Kiajbe one teacher from each school viii get to attend oosriblv four 
cut of ihz SI?:, If they are ludt} . Thes-? ^.-orK-shops are usuailv of*a one'da\ 
duration. Substitutes have to be obta;nad and paid , Considering the 
salary- for the staff of these ?rogra:=s. roney cecoces a problem." 

Thirdly, I vould li5:c to now tell you some of the t::incs that I have 
donr and an domr that has race nade crograr at ^\arren Eastcn s-jch a 
success a-d at has been, i jyn aiso or. the' State i-.ritoi-g Ccmittee for \:3S 
I use am nvst.noc that ; thmJ; m2\ vorK- I ha\'e ooster contests, these 
posters are the.-, placed :n everj classrocn. on the -zklls and'ir o^r lil:r;.i^ 
T flood cur ouildmg vith mforKOtic^. Last year ni\- se:. ecjcation ciast 
put cn a pl->\ that vas written and perfcrs^ by crj students. This pre-' 
S3-:at>^c- '--asj-elivered before the entire student* bod> and videoed b^- our 
" iceo Club T^:s tape :s ir. our L;brari and frccuentiv urcd b^ cur facultx 
to s-x>v tc tre.r classes St.ce: ts -^c:' atte.-^dinc Warre- £asto^ at' the -[n4 
St. 11 r.axe a- cpcortur.ity to vie*, tr.is ta:^ of our pia^ r.iis has oee^ sc 
successf^;, cfy^r schools 'lava bc.ro.e- o^r tape. Tnis vear nr. stjcerts" 
p-t 0- a cupoet sho,. 7ne stucents hac tc vnte t.-reir Orr. scriptranc i^::e 
tiiC-.: o^"" r«c->2t3 crd t^'c p^t ; prcscr.tatiC". of coi-.-se *-if'^-r.»t:or tc 
cc."i*ect fac-lt^ at Varre". East^" tN*-* « —^a^ ,< ^ - -> ^.j,.-. 



cr^s;-tat.:^-^ ^riecerte: 
se idt :o-^= o*, ' c-ic 
' c. -3de - 15 Si t:".-. 



t>?,:' cld*^sci ->e jse; tjio ocst of t''"^sc rr?- 
j»?..cvo t-e res-^r-re fror ojr teacr>ers anc: st.^ccnts 
.1 ^-as tVt exen o.r ::i- a-xi ;?th rr.-;ders -ct 
!\r, alc*^:- ^: i^c.-^ie, rore eve:->t}:tnr possicio 

JC-t N.^' .-: :r:c- Eas-.o- is ? -are of t':e probiet- 



c c tc 



"itic*- 
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to eradicate aiisconceptions and vrcKg infonaatica mst be the start if ve 
to. prevent the spread of mv and AIDS. w ^ 

I am looking forvard to our neeting and thanJ» again for this 
special (^{x>rtunity. 

Sincerely, 



nsiores K. DuVaii 
'teacher 



Ind: List cf Libcdry Resource ^^teriaIs 
and TKd«r Resources available to 
the M5W Orleans Teachers 
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TESTIMONY 

United States S^nst* Cosalttee on 
GcvemB«nt&l Affairs 

May 3, 1990 

Mr. chairaan and Mcnbers of tho Coxaalttee: 

I aa V^nda Kigfall-Hilliaas, Director of the National Initiative on AIDS 
•vnd HIV Pr-ivention Anong Adolescents for the Cer.ter for Population 
Options, and I an pleased to represent C?0 in discussing our efforts to 
prevent HIV infection and AIDS in school-aged youth. CPO's national 
initiative is funded, in part, by the Centers for Disease Control. 

The AIDS and drug epideaics are gaining ground. Approximately 20% of 
reported AIDd cases are of people in their turtles. The long incubation 
period (up to iO years) for the ^ irus indicf.e^ that nany of these people 
ver«. probably infected with HIV during their teen years. Althopqh 
adolescents saXe up less than ore percent of the total nucber of AIDS 
cases, tli6 Centers for Disease Centre I reported a drasatic ^2>t increase in 
the nu:iber of adolescents 'iiagnosed vith AIDS batveen July, 1988 and 
August 1989. Tragi<»illy, thef^e statistics refer only to young people who 
have develop ed AIDS, not the unknown nxzabors of teens who a^e seropositive 
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a«d aaysptoBAtic. Risk-raJci«i9 behaviors (ex«.orlftentlng with drugs and 
engaging in unprotected intercourse) can result in deadly consequences. 
The need fcr UTV prevention and AIDS education is great. In our nation's 
capitol, one in 300 adolescents testod positive Cor HIV (Children's 
Hospital, 1988). Yet, focus groups with area teenagers conducted toy the 
Center for Population Options (CPO) tovutA that while ^^rms are aware of 
HIV and AIDS, siany do not perceive the? .^ves at risk o:! becoming 



It is difficult to project the extent to which adolescents en^^e in 
activities that place then at risk for infection with HIV as veil as other 
sexually transaitted diseases. However, teen pregnancy* rates can s^.-ve as 
one Beasuro of sexual activity one of the highest risk behaviors . 
Approxiaately 1 ail lion teenage vosen becoae pregnane each year. 

Parents, teachers, religious leaaecs/ policy aakers, health educators and 
you^"* have a responsibility to address this epideaic. The Center for 
Population Options has developed a coaprehensive progvaa focusing on 
reproductive health, health prosotion and "life planning** for 
adolescents. In order to reach yo: r^g people with sotivating sessage^, 
practical infomation and accessible services, CPO: 

* approaches young people from a diversity ot concerns asd 



infected > 



perspectives with realit7*>besed/ slaple aesaages; 
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* works through national, state ftnd costit^lty-based organlzstions 
to rssnb thm Isr^sst nnbsrs of jouthr partioulsrly thoss st 
grMtsst risk; 

* sttoour&T^s BultidiasasiOMl progrsas nhioh prorids foraal aziA 
infoxmsX inforaation and eoopralMaiTra baalth aarrioas; 

* oraataa asv proTraas if aaadad aad avaluatas asistiag o&e to 
ansora that aodala arc avai labia to youtb-sarvi&g profassioaala; 
asid 

* assists opi&ios aakars to rainforoa Aassagas and polio; aakars to 
support programs vhiob pravaat iafaction vitb 8ZV asd otbar 
sexually transaittad disaasas. 

Pear education can be a poverful approach to education for adolescents. 
Huserous studies ha.o deaonstratel that teens ares mora likely to ask their 
friends than an adult for Infomation on a variety of topics, including 
health and sexuality. Often, peers are not only the sain source of 
infora^ation for each other, they also are the aost influential in th<4ir 
ability to shape others' behavior. The peer group is the pr^nary 
reference for valucn and be^^viors. In a focus group study conduct'td by 
CFO, inner-city adolescents said they would aost likely listen to and 
believe what 2 person rhe age infected with HIV said about AIDS rather 
than what an older person or fasous person said about AIDS or the virus. 
Further, an unpublished survey on condoEi use anong adolescents found that 
teens' perceptions of other teens' condoa use behaviors was the best 
indicator for detemining their own condon use. 
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Educators have found that perceived slailarities in age, interests, and 
lif« experience between the influencer and the audience are critical 
determinants of the persuasiveness of the sessage and in the success of 
attitude and behavior change. Therefore, peer education Uas an autosatic 
advantage over education provided by adul^ professionals. 
Recognizing the power that teens have over one another, and chat this 
pov/r can be used to influence teens' behavior in a positive way/ CPO 
developed %eens for XZD8 Prevention (T^) to educate adolescents about 
AIDS and HIV prevention. The TAP proi^iran provides 25 hours of 
skill-building training for a soall group of peer leader's. Once the TAP 
zsenbers complete the training, they create and iaplenent activities in 
neir school or coanunity that focus on: 
« reducing Misinformation 



explaining; consequences of and alternatives to risky behaviors; 
and 

increasing sensitivity to BIV infection and AIDS, including 
personal vulnerability ad vays to protect oneself from BIV 
infection. 



It takes tice to increase ^ ^wJedge and change behaviors. Research 
indicates that ^inple, straightforward and factual HIV prevention nessages 
delivered consistently by numerous sources, .ncluding peer educators, have 
a Fcsitive effect on changing knowledge, attitudes and behavioral intent. 

Today, I an accoopanied I Brian Bess and Hahim Jones froa Ballou High 



4 




School, located in Washington, D,c* A» « r«»ult of th*ir invoiveacnt in 
th« TAP prcgram in thoir school thsy have urittsn a r«p about HIV 
pr«v«ntion and AIDS and vill psrform it for you now. 
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-J orxan b«sti, baXIou Senior High School 

Acquir*^ XAaaiia 0«fxcittncy Synirom, 

I«ll^t«Il you straight up pwpU.lt bit* hOM* 

It hlt« you hard Md soon yod )cdov yoa^ra don# for. 

Ho 3tr<ijol«iiig or prayl»g you knov tSr« 

I BMn yott can hava AZOC you My ycm doubt It, 

You or you vit^^ aids xUisOc about it* 

X imana allJc ':bls aubjact 113ca x wotad a com. 

Ho ignoranca naadad.jisat llsiaa oov;. 

Can you catfA tba dlaaaaa by Juat abarlag bands, 

fron tollat aaata« trm aaatft; fros touting no you can«t* 

You should knov ahootln^ up would do you hMxm^ 

Xnjactlng dopa and disaaM irlght up la your am, 

X aaan X pack na a rubbar ilka it*m a lucky «^uma. 

So put you sax In chack or alsa Joa your cona* 

Bacausa it can't ba contdlnad .^t'll spraad arot^, 

You'ra tha probXan von*t solva *aB lat na braak it down. 

Hunan InnunodafielMcy virus, 
You hava to taXa high Ilka Osiris. 
C*P*0* and wa will aducata thea. 

On tha do's and don'ts of A-X-D-S, X want to ^xpf 9s, 

The negatlva trip that's coning froa the rest. 

Who thinks a subject ISX^ AIDS is ^ust a gay cll x. 

You're disillusioned, you're l^lng 4tereotypie. 

The needle drug users, the over abusers. 

Are subject to AIDS and the accusers. 

Male or fenale, gay or straight, 
Tha AIDS vlrua doesn't dlscrlBinata* 
Quote unquote D*0*P* for a vbile. 
You i^t can't trust a big butt and a salla, 
Kot to ba contracted fron a ]ciits or cold sore, 
Kot to ba given through the sve^t of your pores, 
How that you know the infomation the score. 
And if you wish it I'll tell you xore. 
Because it KILLS* 



Copyright 1989 3ess h Jones 
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Kr. Chali»*a »nd ««al)cr« of the Coaolttee, 1 as Dr. Gary Moble, Deputy 
Director of the Centera for Dlaeaaflt Control (CDC), with rtaponilblllty for Um 
HIV Praventlca Profraaa. 1 an plaaaed to have thla opr^ortwlty to dUeosa 
CDC*m effort* to help preTent H^v infection mong achool-afied youth. I aa 
accoMparled today by Vlrflnla Balea, Deputy Director, Ceat«r for Chronic 
Dlaaaae PreTentlon and HeaXth Promotion (CCvPHP), CDC, cM jy Dr. Uoyd Xolba» 
Director, Olvlalon of Adoleacent and School Health, vho halpa direct the CDC. 
p-oirama to prevent HIV infection aaont achool and colleft<-a«ed youth. 

In October 1986, the Surfeon General of the United Statea called for achoola 
to teach our Katlon'a yot^th about the riaKa of becomln* Infected vlth the 
human lamunodeflcleucy Tlrua (HIV). In that ease month, CDC'a profra* on 
I-hool Health Education to prevent the Spread of EIV Infection vaa Initiated. 

The primary purpose rf CDC'a program la to prevent HIV Infection among youth. 
CDC's program la dealgned to build the capacity of achoola, and other 
youth-aervlng organlxaniona, to Implement effective education about HIV that 
la conttlatent vlth '>iBaunlty valuea and needa. 

It la alao dealgned tc Up Integrate education about HIV within a more 
cwBpreheniive achool health education currlct-lua that provide* a foundation 
for understanding the relationship between behavior and health, aa ealled for 

the g»nort ef th.> Pr»aid«itU l Cm«,1««1oti on the Hmui iPfltf^odtf IcifflCY 
Vims gpidenic. 



2n 1987, CDC fundtd 15 Sttte educttlon tfttnclta and 12 local aducatlon 
atendti In dtlta vlth tht hlthtat cusuXatlva Inddtnca of AIDS caaaa. The 
naxt yaar, CDC Zundad tha rasalnlnK State tdtacatlon aganclaa, aa vail at fonr 
territorial educetion a^enciaa, and an additiraal four citlae. 

I will now aoMarixe aose of the progreaa aada by thla program. 

In 1986, vlth funding provided by CDC, the U,8« Conference of Kayo re ennrcyed 
Stete educetion egenclee to detemlne the extent to vhlch they vere eaaletlng 
echoole to iaplcatnt HIV educetion for youth. Among the 25 Stete educetion 
egenclee thet reeponded to the eurvey: 

— Eight hed currlcule, recofisaendetlone, or teechlng guides to eeelet 
local achool dlatrlctc. 

— One provided In-eervlce trelnlng ebout AIDS for teechere. 

Row, In 1990, only three yeere Into COC'e program ef forte, the Stete educetion 
egenclee heve developed the following progrta cepebllltlee; 

— Every Stete educetion agency in the United Stetee and In four 
terrltorlee hae funding to help achool dletrlcta implement HtV 
educetion. 

— Every Stete educetion agency hae a veil developed plan to help ichoole 
Impleaent HIV educetion. 
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— Brery State education tiitaey hte dedicated end trelned etaff to help 
achool diatricta isplemcnt BIV prerention procraM. 

— Erary Steta edtJcetioa afency Aa eupportad by e CDC «taff Miber lAo ie 
epecifically aaaifned to aaaiat the profreai sanasar on teebaicaX 
vrotraaMtic iaauea. 

^ Every Stete profraa auieter has e etrcut vorhin« reletionsMp vith 
proftraxi Banatere froa the 21 CDC-fonded xutioxul crtaaltatio&i that are 
aaeietinft State end locel educetion efcnciee to iBple««nt KIV edtjcetion 

for youth. 

Today, Stete educetion egenciea have the cepecity to help echoole ioplement 
BIV educetion. 

I shall review vhet they ere echievinf. 

Stete educetion eftencice underteke four comon ectivitice: 1) policy 
development, 2> eeeietence with curricule, 3) eecietence in iapleatatlnt HIV 
educetion for out-of-achool youuh, and 4) conductint teacher treinins* 

Id poHfv deyglcpttent! 

— Betveen 19S7 end 1989, the nuaber of Stetee, including the Wetrict of 
Colojbie, thet require HIV education in echoole Increer.ed froa 17 to 
29. 
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— Of thMt 29 SutMt 12 rt^ttlrt thtt nv •dttcatioa b« iaclodt4 Isv • 
coMpr«btntive liMlth tducAtioa pro^rM* ^It XX SUum req«lrt it m 
ptrt of fudly life t4vc«tim» hman cr«vth «ad dv^eHyttrnt, or mx 

tdVCAtiOA* 
In wle^imee vlth cnrrlgnlat 

— 90 p«rctnt of all Sutee hare dcrtlopijd oirricttla or cturriciam suidts 
for tiso by dittrictt vitMn tha Stato. 

In aaaiittnee In iBPlte#ntln« HTV ><aqc*tlen f or opt^f-aehpol voqth t 

— 3X Statt aducatloa atcncita ara hal^int othar atcnciaa to tducata 
out-of-acho«^I youth about HIv thia ytar. In 1919 » froa tha funding 
rtcaiTtd by CDC, thaat Statea allocated a total of over 1500,000 to 
aupport theee actiritiea. 

— Uat year, Statea aaaiatad al/ioat 300 agenciaa <auch ae juvenile 
detention ccntere» nelthborhooct youth ccntrre, and coMnmity recreation 
centers) to iaplesent BIV education progvaaa. 

In eondncting teacher tralni^ai 

— All Stetee now ara proTltfing BlV-related training to local arOiool 
peraosael. 
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— Xntrlns ^« li^tt^9 acheol yatrt Stmt« •tocatloo «t«ielM eoodoct^d 
triiniot prociMt Uut T«4cht4 ovtr 100»000 loc«l adwoi ;^raosi«l« 

loctl adwol dlttrleu iaplMtnt lOf ymMtiosi ymrviei* 

2 shall rtrltv tha protr*» local school tfistrlcu m Mkias* 

Baaed cn tha prtUalnary raauXta froa tha aturty cooduttod h7 cha 0*8 • Gtftar«l 

Account Int Off ica in 1989, it va« catanu.^cd that; 

79 percent of tha dlatrlcta aurreytd natiosvlda i*aquira BIV aducatlon 
in health claaaac. 

^ 63 percjnt of the dlatrlcta nationwide Introduce HIV aducatlon before 
the 6th trade. 

— 74 percent of thw dlatrlcta are proYldln* HIV edocctlon in the 7th 
trade. 

The CAO alao found: 

— €t parccnt of the achool dlatricU nAticcvlda prorlda ixh-earvlca 
training to HIV education taachara. 

— 83 percent of teachara vho inatrocted acodenM about HIV had r«^ceived 
BIV education training. 

- 5 - 
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Clearly, the funded State esd local education agencies, aa v«ll as local 
school dlatricta acroat the country, are Saplcacntlnt educatlca pro^raas for 
youth that will help prevent the apread of BIV. CDC helieTea t ita prof raa 
on School Health Sdttcatlon to PrtTcnt the Spread of KIV Infection has 
establiahed a a&und Infrsstructtire for helping schools cAi^iosvld* to iB^rsscnt 
BIV education curricula that are constatent vlth cririnlty Tsltiea and needs. 
As thia procrajD continues, ve hope to ahov continued protraaa. 

Hovever, ouch sore reaains to be done. Throtx^h t^^de 10, the sajority of 
districts provide HIV prevention education in health education daaaes. By 
the eleventh and twelfth shades, the proportion drops draautically because 
either health education is not provided, or it ia o/fered as an elective. 
This is a sltnlficant tap in our Hatlon s ability to educate our youth to 
avoid preventable health pr^oless. It is leper tsnt that ve recognize ^.hls MP 
and tahe appropriate act lor s to help achoola overcose it. That is vhy CDC's 
profraa is esphasizlns the iDplcairntation of ortanlzed, sequential, K-12 grade 
proeraas of cosprehenslve school health education that Include HIV education. 

Ve are very proud of the accospllshaents of this prograa. Ve .tleo recognize 
that ve have such vork ahead in helping Stat^ and local education agencies to 
inplcaent effective progr/^ 

I vlll nov addre? ea requeated, the specific lasues raiaed by Uu Coamlttee. 
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CDC PWCRAKS FOJl saWUACEO YOUIll 



The CDC's efforts to prevent HIV infection t£ont youth are conducted throufh 
•everal protria arcu. CDC has cetebllsted a sulti' faceted protram that 
ccebinea tha vork of national health and tdtication orfeftisatlons, Stat« end 
local education asenclca, State and local htalth departsenta, nuseroTxa 
coBsunity oaaed orsiniutlona, and the natimal AIDS infozsatlon prdsras. 

CDC'a activities, ^ buildins the capacity of other orfenizations and by 
direct intervention, are dcsisned to increase the n^er of youth vbo receive 
effective HIV prevention education. 



CDC bea been vorkins to help achools provide cocpi*ehenatve achool health 
education since 1974 by helping to develop, evaluate, and d'.sstainate 
effective health education curricula. In the lete aprim of 1906, to fill the 
t*p in the {ration's HIV prevention atratesy* CDC 'a core ataff in school hetlch 
education began planning s nationwide pre »aa to prevent HIV infection 
specifically asont echool-sged youth. In September 1987, vith a budset of 
111 Billion, CDC Isunched ita prosrea of School Health Question to Prarcnt 
the Svresd of HIV Infection by provldlni fiscal a ichnlcal aupport to 15 
national orgsni sat ions, and to IS State and 12 local departatcita of education 
that eervftd Jurisdictiona vith tha hlthaat casulativt nxxbar of reportad cases 
of AIDS. By the fell of 19M, with s budget oC $30 Billion, CDC vaa providins 
fiscal and ti»chnicsl assistance to 19 astional organisations, and every State, 
five terrltorlsl, and 16 local departaente of education. 



P80CRJWS FOR YOUTH WHO ASE IS SCHOOL 




ERIC 



80 



By fise«j year 1989, the tradget hed incre&ctd to over $35 »lllio:». Todey, in 
fiscal year 1990, CDC has 45r staff and a bcdget of $45 •illion to help prevent 
HIV .infection aaoas school-aged yctith. Ihe rarest for fiscal year 1991* 
totalins over |52 Billion, vill allov CDC to i^rova its essiatanca for 
In-achooX prograas, a» veil as aa^and ita afforta fofoxit-of-school youth. 

In planning the achool hs^lth tducaticn prograa, CDC aponsortd tvo national 
seetin^s in 1986 to identify needs associated with iaplewnting HIV education 
for youth. Sf present a tivaa f roa State and } 3cal edncation and health agencies 
end relevant nationa\ oTg^zizztlsr^ identified the ^olloving «eeds related to 
iap^eaenting HIV prevention ;rc$r«Sis; 

1. funding Cot prograa developoent; 

2. national organization support; 

3. HlV-reiated ?oliciea, guidelines, and recossendationa; 

4. te«cher training progress; 

5. acceaa to educational resources; 

6. parcutal involvesint and aupport; 

7. data describing SIV- related taovledge, beliefs, and behaviora a2»r^ 
youth; 

8. stans to evalui^te educational interventions. 

Th« achool health education prograa vas designed to address theee need**. 
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Hov CDC Ad«ini«terg th» In^cheel PretrMas 

Tt€ school health education pro^raa consist* of aix aajor clcs^n*^ that vork 
tosethar to prevent BXV Infactlon and other Important health problems aaons 
:rpQth. 

For the first elesent, C^ provides fiscal and technical support to aora than 
20 national ortanizationa r^t can help schools and other 7oi;th-serTlns 
itenciea to InpXesent e.' Jtive HIV education profraas. Sxasples of theaa 
orsanitationa include the Hatlonal Aascciation of State Boards of Sducation, 
the Aaerican Aaaociation of School Adaiinlstrators, the national Con^res* of 
Parents sjid Teachera, the Kacional Setvorl: of Eunavay ted Youth Sheltcra, the 
Rational Orsanization of Black Coimty 0/ficials. 

The second ele&ent, as I have sentionedy cor^ista of providing I'iacal and 
technical support to 55 State and ter*itcrial deparc«enta cf cdt::ation, and to 
local depffrtsents of education in 16 cities vi'rh the hifheat cmmlative 
incicence of AIDT, t help isplex^t effcctivi HIV education. Theae ^eneies 
develop and isplcaent B^V education guide M'lea &nd policies, curricula, and 
:#acher training vork&W* 

As part of the third element of the school health adncation prograa, CDC 
supports training workshops for pn>sr<a Bsaaaers, Including school 
decisionmakers, parents, and health iepartsmt representatives, tc help then 
in dsvelopini; and lB;ilc£entlng HIV prevent idn education prograjes vitMn their 
jurisdictions. 
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Fourth, CDC has etttbllaheU • nateritls deTelopeent and Infomatlon 
dlueainatlon tytter, to assure that HIV education naterlal for youth are 
aclentifically accurate and widely avallaMe. 



Fifth, CDC has established a youth rlek behavior aurreillance systca to apscas 
vhether risk behaviors that reault in EIV infection, and other ifiportant 
health problcss, increase, decrease, or main the sase over tisa. Thiu 
syjtea proTids;>s nstional, Stste, and locsl dsta. 

Through the alxth and final elesent, CDC helpa Statea and cities evaluate 
their prosraas end interventiona, and conducts evaluation research that vill 
asaess the extent to which EIV education interventions fcr youth are 
effective. The research findings consequently should allow us to isprove the 
effectiveness of HIV educatir^al interventions. 

Wanttlng th» Coo:>erative Aare— tgr. Wltii State snd Local gducat ^on Agencies 

CDC provides funding to every Stste and 16 locsl educstion •senc ^s to help 
schools Icpleaen. RIV prevention education thst is consistent w .di cOBBunity 
values and needt In doing so, these agencies conduct core activities euch 
msi sssisting school districts in estsblishisg sdvisory coc&ittees to salec 
HIV prevention education eaterials; training tcschers to use the 
locslly-selccted or locally-developed HIV educstion saterials; providing local 
cocBunities with periodic infcTtution about ElV-rclsted &cc;ledgc, beliefs and 
behaviora asong high school atudenta; and evaluating and iaprovlng their BIV 
education progress. 
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The financial and technical assiatance that COC provides to the State and 
local education asencies is gtiided by a cooperative ureeaent between CDC and 
each funded aeency. CDC requests each year that the State antS local tdocation 
asencies defelop four objectives to assure that school^ed youth receive BIV 
educations 

1. fncrease the nuaber of Junior and senior hljh schools that provide HIV 
education; 

2. increase the nuaber and percenta<^e of junior and senior hijh school 
students at each tr*dg Iwl vho rec«ire HIV education; 

3. increase the nussber of Junioi snd senior hish schools that integrate 
HIV education vithin ^ teore cccprehcnsive school health profraa; 

4. increase the nuabe»' of other acencies that iaplcaent HIV education for 
high-risk youth, Binority youth, out-of-school youth, and yonth vit 
apecial education needs. 

CDC also requests that funded State and local education agencies collect dsta 
on an arjiual bas:is to B,eajure thsir progresj in 'oeetlng each of the four 
object! /es described above. CDC provides fl-^cal «nd technical assistance to 
all funded Ststc and local a^enciea to help thea conduct thesit assessacnts. 
This technicsl sssistance is provided thiwaah site visit*, workshops, phone 
consul tst ions, and the diatributicn of a survey handbook that contains eas^ic 
survey instruacnts and «uld<ltncs for data collection and analysis. 

CDC hss not received reports that facded edttcation ofencies, for their 
in-school projraais, have experienced problcaas vith the current restrictions on 
the concent of HIV educstton saterialc as described in the docuaent entitled: 
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Content of AIDS>»elat «'<< Written Materials. Plctoriftltt. AydlQTia^lliL 
Ouestlormair^j^. Survev Instn m onts. and Educational Sctgionff In Ctntffra f9r 
Dlgei8» Control Assist ancfe Protrftas . vhlch w»s publl«h«d by CDC In October 
1988. 

Hovcrer, bectuse loctl coaaimltles •pproprl«tcly *^*vc the Mthorlty and 
responsibility to detersine tbe content of HIV education for students , tosie 
casualties restrict vh»t can be discussed in tbeir schools. 

Training o f HTV Educators 

Psrt of the funds provided to Stste and )ocsl educstlon agencie*" Is to be v^d 
to train teschers to use HIV prevention education suterials. U .'s glil^cUnCf 
for Lffectiiri> School H#iiUh Education to frgvent the Spread of H^J?> published 
in January 1988 sfter sore than s year of developocnt, rscoaaend that initial 
and contlnoln* In-servlce and pre-servlce training be provided to ataff 
Bcabers who will be teaching HIV prevention education. The aaount of ti»c for 
this training is not specified. CDC has beesi concerned that sny recoaaended 
standard vlll be alsconstrued ss the Baxi&usi aaount oi training ntcded to 
effectively provide HIV education. 

Bovcver^ with support froa CDC, several national orgsnltatioaB have developed 
teacher training guides. For ezasple, the Bstlonal 2ducat5cn Associf .icn 
<KBA) developed s sanual for teach*»r trainers to anslst in plannlag and 
conducting 12*hour training vorki/hopft fcr teachers and other school staff. 

tra^lnlng consists of three uodtiles that were developed in response to s 
needs sssestrent conciucred by REA: 
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1* HedQle 0&< laclQdtt bMlc informatloa tbout 8IV «Ad AZDS «»d it 
dciisntd to htlp school p«r&oim*l rtspond to quMtlc&s. 

2. Rodolc TWO tddrtMct ichcal polieitt rtlcrad to HIV «aA ths isporttiMse 
of ^a9liM^^lat tvch pollelM. 

3. Hodult Tiirt« proTidea eoiicv«t« aas2sta&et la tUMtlBt er iivrorlag KZV 
prtTtatloa cwrioxX*. 

Alo? with impport fro« CDC, tha Sdocctios Ctrolopaaat C«ittr (ICC) dmlopad 
aad dlitrllwttd •hiv Edocatlon In Sht Claaaroo«,«» a rsldt to halp trai&ars 
prtptre taachcrs to teach about HIV in the context of coi^reheaalYe achool 
health education. The guide includ^a specific acetlona for UndertArten 
throttsh third grade teachera, fourth through Dizth grrJe vaacheia, alddle 
achool tetchera» and Jvalor and aenlor high aChool teachers. The guide 
addresses: 

— providing accurate, up-to-date Information about the HIV epldealcj 

— preaentlng HIV education :hat la appropriate for the devolopoental 
leve.^8 of atuCenta; 

— introiuclsg HIV education activities by modeling and practicing 
claaaroce aesslona; 

— priparlng teachera to reapond to at«dtnta* Usuea and cencema. 

In addition, vlth aupport frea On,. £i!ac«tlon Training Scoeareh, Aaaodgtes 
<m) developed A training prograics for teadwra end other school peracnnel. 
Sach 12 to 18 hour prcgraa provides school peraonae? vlth iLnovledge and sicllla 
needed to teach BIV education. 
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It la iBportant'jTo reseaber that State and locul edQCatlon aianciaa btgan 
their BIV prerention profraBS os 7 a short vhlla ago* At the tiii« of tha CAO 
aurrey of school districta resiirdlng UIV tducatlon for school atudants, oora 
than 60 percent of the State and locsl departsests of tdocatlen had rscsivsd 
financial and technical sripport froa CDC for nine •oaths. Va vers plssssd 
vith the GAO finding tnat 80 percent of those teaching abov*^. HIV iMd rscslTed 
training about HIV at the tlae the atody vas cenductad. As stsff vers 
quoted in the QKO report, ve feel that such has been scceaplisLcdy but such 
Bore rcaains to be done. 

Vhv HIV Prevention E ducntion ia laporttnt for In^School Youth 

CDC is concerned aoout the extent to which teenagers and young adulta are st 
risk for BIV infection. We know that one out of every five perao^^ reported 
with AIDS In the U.S. vas betveen 20 and 29 years of age at the tise of 
diasnosia. Sinc« the incubation period betveen HIV infection and AIDS 
liagnosis can be ten years ^r aore, then aoae proportion of thoae diagnoaed 
with AIDS, ages 20-29, vere infected aa teenagers. 

Ve knov that the aexual behaviors that n^^ ceault in HIV infection asong 
teensgera rlso result in about 2.S Billion caaea of acxually transMitted 
diseases and 800,000 unintended pregnane iea aaoag teenagers srary year. And 
V* toov that the behavioral pattema that raault in BIV infect ion » sexually 
transsitteo diaeaaes, unintended pregnanciea, alcohol and drug abuse, snd 
other ls';ortsnt health probless often sre inter-relsted and often sie 
estsblished during sdolcscence. Thus, this is s criticsl popalstion to tsrget 
if ve sre to ioprove the health of the Katicn. 
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We think tlut educationul progroBs to privtnt BIV Ixxfictlon and othir 
iaportant health probltms can ba noat affactiva i«htn th«7 ara laplaMntad aa 
part of a plannad and aaquential, klndantartan throuch grada tvalTa, prograa 
of cosprahnalTC achool hcUth aducation* Such e profraft aatabliahas a 
foundation of baaic haalth loiovltdsa that halpa ycm% paepla profraaaiTaly 
•atabliah tha akills they vill ntad to avoid a raatt of intar^-ralatad haalth 
bahaviora end haalth problama. 

The Rat ion *a achools provide an exiatint and afficiant ayataa to reach alsoat 
all youn« people durini the agaa vhen they ara aoat lapreeaionabla, and to 
rearh many youns people vho may ultimately drop out of achool. That ic ae 
re««c>s vhy CDC hes invested in hel^^tni the Hetion*a achoola to provide 
effecive HIV education. We need to remember that out-of-achool youth vara at 
one time in a achool environment. 



Effort a to provide BlV prevention education for out-of-achool youth require a 
coordinates and complementary approcch that ^akea advantasa of the unique 
expertise found wons aevcr*^l COC program araaa. Tha CDC* a Office of the 
Deputy Director (BIV) directa the HIV prevention prcsraes throuthout CDC» 
includins those that vork vith o^t-of-achool youth* The Office ie the locua 
for the prevention afforta for thii^ populetion, eoordinatlnc tha vork of tha 
Center for Chronic Dieeeae Prtventior and Beelth Frcsotion, the Center for 
?reventfdn Senricee» and the Center for Infectious Dieeeeea. 



PROGKAKS FOR YOUTH WHO Afi£ HOT ZH SCHOOL 
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About nine Billion youth, ued 14-21, do not tttend school or collett and Bay 

be at greater rlak for HIV infection than their peers vho do. Out-of-school 

youth at the hithest risk for HIV infection include: school dropouts, youth « 

in Juvenile justice fscilities, runmvay and hoaeless youth, youn^ prostitutes, 

youth in tangs, and youth In substance sbuae or sent si health proirau. 

8cvtTer« bee suae these high-risk youth say be found In a Tariety of settings 

and cnTironnenta, and are not usually part of an ortanized ays tea vhere they 

have resdy access to HIV prevention education, they are aueh acre difficult to 

reach than the in-school populstion. To reech these youth effectively, s 

variety of activities fro& several protran areaa are neceeaary. 

ACtiyltles of the Center for Chronic Pia eaae Prevention and Health Pronotion 

The CDC'e Center for Chronic Disease Prevention end Health Promotion uaea the 
elesents of the progran on school health education deacribed previoualy to 
also build the capacities of stencies that work vith out-of-achool youth to 
ifipleaent HIV prevention education proiraaa for theee youth. For cxaaple, 
five national ortanisstiona that receivt funding from CDC develop and 
icplement educational proftra&s for out-of-school youth, and provide training 
to staff vho vork in agencies that serve out-of*school youth. One 
orstnization, the ICational Ketvork of K«£i«vay and Touth gervices, has 
developed a (uide for those vho vill provide HIV education for out-cf-achool 
youth. 

In addition, over 7S percent of the funded St te and local departaents of 
educstion S4e carrying out activities to oeaiat agencies that serve 
out-ojf-sch youth in their jurisdictions to isplesent HIV prevention 
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•ducttlon for thlt populttlon. lUny of tht d«p«rtsent« of tducttlon provide 
financitl and technical attlt' 4nce to U ^1 atencl«« th«t ttnTt out^f-tchool 
youth. At 4n txtaplt, one loctl dtptrtaent bat condur' A % vorkihop cn HIV 
•ducttlon for loctl tscncltt, drvtlopcl «a HIV tdlt^tudy mlt for 
oQt-of-tdiool youth, tnd Identlfltd HIV cducttlon rctourctt for loctl ticncitt 
thtt ttnre thtte r^uth. 

Flfttlly, t trtlnl&t dcsonttrttlon ccnttr In 8tn rrtncltco hta tonducttd 
twelve trtinlns and dcsonttrttlon protrtat 'or ovtr 400 tttff tenrlnf 
ouC'-of-tchool youth fro& 35 Scttet tnd 7t cltlet. 

ActlVltlei of the Planter for Pr(»vgntion S»rvlc»K 

The CDC*t Center for Frevention Strvlcet has cooptrttlvt tfreenuitt vlth Stttt 
tnd loctl httlth deptrtsentty vlth olUorlty tnd other cosasnxnlty-btscd 
orctnizttiont, tnd vlth tht United Sttttt Conference of H.'^yort, to condLxt 3IV 
prevention pro treat. Ihe Sttte tnd loctl hetlth deptrtaentt, throufh r^e 
fitctl yetr 1989 HIV Prevention tnd Surveilltnce Cooperttive Aireeseni:s, 
provided tupport to 54 cocsnmlty-bteed orttnizttiont thtt, a« p«rc of their 
terse t tudieace, terve youth, including otat^f-tChool youth. Ihete 
orttnizttions conduce t vtriety o prevention ecttvitiee, including outreech 
protrtas to hostlete youth, ritX reduction educatiuoi ceferrel to BIV 
counsel ici end teetln«, tnd if tppropritte, referral to drug trettsent 
protrtBu, tnii other »edicel/eocitl eervice«. Ktny of theee procrtas tre 
tergeted twerd reclel/ethnic ainorlty youth. 
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At part of the fltcal year 1989 UIV Prevent ion Cooperetlve A^recfitats vinh 



r 



Minority «sd other cosnxmlty-beecd ortenltetlone, CDC directly supported 24 
cownnlty "-bated orceni set lone that, ee pert of th^xr target populetlon, eenre 



youth. Theae or»anl»mtl»n» eleo provide e verletT of prevention ectlvltlee, 
ftisDer to thoae stntloned eb^ve. 

Finally, In 1989, the »»nlted Stetee Conference of Keyore everded epproxUately 



Activltiea ftf th» Center fo r Infgctlotit Dlmgaaea 

The CDC'e Center for Infectloue Dleeaeee, vhoee actlvltlee ere focuaed on 
eurvelllance, leboratory and epldealolo»lc InveotUetlone, conducte e verlety 
of HiV aurvclUince studies, eoae of vhlch aeeeie the prevelence of BIV 
Infection end eeso.leted rlek behavlore In out-of-echool r >«th. In 
collaboration vl^A State and local health depert»ente, CDC currently conducte 
blinded BIV eeroBunreye (unllrked to any Identifiable indlvlduele) In h>»elese 
populetlona, Including youth, In eleven cltlee throuthout the country. Other 
surveye chat Include ho&cleaa youth In the pc?uletlone that ere ecceaeed ere 
cokiducted In eexi'tlly tranasltted dlaeaae (STD) clinlce, drus Iraetscnt 
centers, vo«en*s hcelth clinics, end tubercul^^ie clinics in over 40 
setropoliten &r«ss. Trom 1988 to 1990, dasotraphic dsta and risk «xpos«rs 
information, as veil as seroprevelence data, have been collected on over 
110,000 clients, atea lS-24. For exaaq^le, ionf youth 15 to 19 years of Sfte 
seen St the psrtlclp«tln^ STD clinics^ the BIV seroprevslcncs ranges fro« 0 to 
4.6 percent, vith a Be<l«n of 0.5 percent. 



i373,000 to nine cosBunlty->beeed or«<inlxa' 



aervinf youth. 
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Othtr tunrtys sieaaurt HIV pw»ltRCi in sroupt tlut Inclttdt yotith, but 
scnartlly cvmet <:ittintuiih thote youth who trt out of tthool or hOMl^ttt. 
Theat Includt tunreyt aaont thildbitrlat vowa in 46 Stuttt and ttrritorits, 
«aoxi« pttitatt in « nttvork of 40 hotpitsls* eolltst ttodtat cliaic«, and 
prison*. In addition, CDC vorka vlth othtr umcitt ' , aauyst rcavlts of 
thair routina Hiv taatlnt, includint tha Aaarican tad Croaa and othar blood 
collactlot a«(mciaat tha Dapartaant of Dcfcnsa, Kmd tha OaMrtatnt of Ubor. 
Ithayioral riaJca alao ara aatitaaad anon* infactad blood donora, uhlla CDC U 
aatabliahlnt atudiaa with tha Job Corpa to aaaaaa HIV bahavioral ria)ca for 
infactad and uninfactcd youth. 

ntCa j Tftr mi PrOMil? for CQord<n.t<Ti« Ot>»- n f,5chool routh Pro^fat,l p 

fiacal year 1991, CDC ia plaimln* to halp local h«»lth dapar'^a.cata In 3-6 
cltiea vlth the hithaat ntrabsra of AIDS caaaa >>ulld coalitiona of local 
»ovei-««ntal and nonfOTarnscntal attnclat that oanra out-of-achool youth, «nd 
to coaitQuen y build Bore affactive and coordlnatad RIV pravantlon procrasa 
for thts9 youth. 

In addition, fundln* will b« Incraaaed for aupport of ralevant cooaunity-baaad 
organltationa in thaat hith IncMtnca ciclaa to davalop aiid aYclttata intenaiv^ 
HIV pravtnticn pro»ra»» for out-^f-achool youth. Saro^rtvalenca end 
buhavioral reaearch aatoai thia population will alao be expanded. 
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fUTIOnAL AIDS r;708KATZOR fXOCftAH 



Aa a cosplesent tc the BIV preventioa procram for school-Afed youth described 
preTio«sly» CDQ dereloped the parcsta «&d youth aatiOMl poblic InfarMtlen 
prosraa. Die proiras, lauached in May 19t99 vas the fottrth phaat of CDC*a 
national AIDS infonation pro^raa. This phaae v&a dtalgntd to alert all 
parents anA youth to vhe Tulncrability of adolescents end tetnasers to HIv 
infection if tziey en^aie in high risk b^^aricr. The national «ffort informed 
psrenta and other yonth-aerriut adults of the behariors that place pftrs<ms at 
ris3c of BIV infection, and steps that can be taken to eliminate or reduce such 
risks. For the prosras, broadcaat and print Kateriala v«re developed sud 
distributed, as veil as an AIDS prevention iuide to be used to foster HIV 
prevention discussiona between adults and youth. 

In 198fr» CDC betan its prosraa to stlsBulate health education for children in 
this cotmtry vith s 6£>all stsff of four ai«d a budget of 1250,000 • In 1990, 
the prosraa consists of 45 stsff snd a budget of $45 Billion. These resonrcea 
have enabled every State and aeveral Kajor cities to have the capacity to piit 
in place prograsis to prevent HIV infection aaong school-eced youth. Through 
activities such as planning prograss, developing policies, and training 
tescherSy these State and local efforts vill help ;revci.t a nev generation cf 
AIDS cases. 
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DCrARTM£NT OF HEALTH i HUMAN S£ft VIC£S 



Ccnw» tot OfC««u Control 



t 



The Bo9or«^le Joha CIcsa 
Unxted States Scaate 
VasMsttoc, D.C. 2051O-«25O 

Deal- Senator Clcsa: 

Hunk you for your letter reitrdln^ HIV edut*tion for «ctool-««et! ycoth. 
Enclosed is the Centers for Disease Control's response to the questions that 
you ted Senator Sasser posed. 

Think you for the opportxsilty to respcr-l to these li^rtat ^estlons. A 
copy of tAls correspondence is bein* proTided to Senator Sttstx. 



Sincerely, 



yilliaa L. Eoper, K. 

Director 




.B. 



Enclosure 
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CDC Eesponses to Questions fren Senators Clenn and Sasser 

Senator'Cywp'B o«»«tj^Tlff 

^ur'nev'InlM.M^ °l "^""^ ""^^^"lo"^. l"ve you uialyzed whether 
^[h 5™m 1 ! " departoents to reach out-of-school 

S^Ues? •'"•'^ '"^^ Prevention 

The new Initiative to reach out-of-«chool, high-risk, and nlnor ty 

P^v^M^ 5" programs already funded by the Center for 

Prevention Services. 

The center for Prevention Services currently provides funding to health 
departments >ni other o.-ganUatlons for outreach ^ direct dellve^ o^ 
educational services to out-of-sch=ol youth by agoicles .e^Jng tt^e 
popul«lons at the local level. Because such organlzatlo^have 

y:s:r:rrtrbr2i^c"vi.""'"^ " 

^^^'""'"-1' ""^P '^"l''' -.eparteents In cities with 

the highest cumulative Incidence of reported cases of AIDS to work with 

vo^ o^'='°''" V"'' out-of-school. high-risk, ^"inorlty 

^ddr«r,i '"^''"'lo"*"", ^ coordinate efforts to 

address the .multiple needs of these youth. Thl* Initiative will enable 
local orgralzatlons to provide a broad range of services «.d to keep 

V the local health departoent will 

establish M,d aalntaln a coalition of private and public health 
SeM:e^°;/S?v".='*' r^'" .gencles'to plan «,d'coo^Sln" the 
t.rtr^ I education, and other Inportant education «id health 
I", ""-of-^hool. high-risk, „d nlnorlty youth in "ties 
IdStJfv f 'r"""."" ""^ Eacl' coalition « 

«^bnLJ =f=»»»«y .Senclc. thst ,erve these youth; assess the 

ac?Jv tles'ti buar^H^r* coordinate 
fnd nJh.r ^^ l ^^u^'' "P'cl'^les to deliver effective HIV education 
«id other needed health M,d social services; and «mually collect dat^ 

nrlorltv '.''V .ccesslblUty, beha"ors anS 

priority needs of these youth. 

The local health departnents will aalntaln a steering conolttee 
composed of agencies serving In the coalition to participate In all 
Phases Of program planning, Inplenentatlon, and ev.luat on Ueaj" 
tlll'TT "slstaice «,d tralnl^ to comity 

AtTril «^ Icprovlng policies and educ^lonal ^ 

efforts, and will thus Increase the availability and accessibility of 
resources and services. >.>.<;»»»o»iicy or 

This new Initiative will build a stable infrastructure for the 
provision of effe-tlve education and health rei-.ces to out-o^-school 
"p^tefilSf c:=:r''^ • IncldenceVf*""'' 



ERIC 



9 



0 



95 



Soae of the national orsanizationa find that thwre are so many CDC 
revievers of their proposed educational materials that they are forever 
editlns and waiting for final approval. What is CDC doin« to speed up 
this orocess? 

In fiscal year 1990, CDC vill vork more closely vith national 
orgixnizations throughout the naterials development process in order to 
prrvide effective and efficient technical assistance. Our goal is to 
revicv and return specific coaments vithin 12 veeks of receiving final 
drafts. This tisefraae say v<try depending on the length and coaplexity 
ot the saterial suteltted. 

CDC serves as a reviewer ^or all national organizations that develop 
HlV-related Asterials for youth as part of their cooperative agreement 
program and to all other national organizations that request 
assistance. This includes all HlV^related sate rials, such as 
curricula, guidelines, booklets, training oanuals, etc., that are 
developed by national organisations fo^ national diss ealcat ion. The 
reviews are undertaken by CDC to assure accuracy of scientific 
information, educational quality, and sensitivity to ccaplrx issues. 
Unlike State and local education agencies that can rely on their health 
departments :ot such review, national organizations have no siailar 
sources of assistance. 

CDC undertakes the review of these naterials by obtaining written 
coMaents and recoassndations froB each relevant center within CDC. A , 
cosplete professional copy edit of each docusaent is also conducted. 
Written conents «:au rcwoxrendations lude by CDC are then returned to 
the national organization. Final decisions on changes are the 
responsibility of the national organization. 
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As you know, only 30 States ano the District of Coltrabla now require HIV 
education as part of the fomal currlculua. Bave CDC officials made any 
effort, or are you now contco?latln« any effort, to seet with the Katlon'j 
governors and legislators about your recoaaendatlons to have HIV as part 
of the fomal currlculua? 

CDC already supports efforts to help the nation's governors and 
legislatorc learn about the lBport*\ce of HIV education as part of a 
Bore cooprehenslve program of school health education. 

CDC provides financial and technical support to two natjfnal 
organizations that represent State-level policymakers who have primary 
•esponslblllty for education In each State; the Rational Association 
of State Boards of Education (HASBE) and the Council of Chief State 
School Officers (CCSSO). HASBE represents cesbers of State boards of 
education. CCSSO represents the chief State school officer In each 



CDC supports HASBE* s work with the National Conference of State 
Legislators to develop legislative support for HIV education and 
comprehensive school health education by linking State legislative 
coasmlttees responsible for health, human services, and education. 

In the coming year, CDC plans Include supporting HASBE to work with the 
National Governor's Association to promote hIV education In schools and 
as part of a more cooprehenslve program of school health education. 

Each year, CCSSO and NASBE collaborate on a survey of actions take \ In 
each State that promote HIV education. The results of this survey are 
distributed to legislators and other policymakers In each State and 
throughout the R«.clon. 

Many HIV education coordinators employed by State education agencies 
work with their governors and State legislators to prepare legislation 
designed to help schools provide HIV education. 



State. 
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Is CDC avare of the sltuttldn In privately- funded nllltary atadcMies, 
parochial and private schools? Hov veil are they Incorporating AIDS 
education Ir their curricula? 

Although CDC does not monitor the extent to vhlch private schools 
Incorporate Hlv education In their curricula; CDC Includes private 
achoola ia national surreys of student kaovledge, beliefs, «n»\ 
behaviors. COC-funded State and local departments of education help 
private schools la their efforts to provide HIV education. For 
example, ^the California State Departxent of Education pays Tor 
rubstltuta teachers so that teachers from private schools can attend 
teaeh«r training sessions conducted by the'State dcpartmrat of 
education. The Hew York State Department of Educatibh distributes Its 
kindergarten through 12th grade HIV edu itlon curriculum gul<ie to all 
private schools in the State. The Maryland State Depar^ent of 
Education provides technical assistance in the development of HIV 
education materials by the Archdiocese of Baltimore. 

In addition, CDC provided scientific and technical support to the 
national Catholic Education Association as It developed an HIV 
education curriculum titled AIDS; A CathoHr KrfnrMttn;,^] Arrr?n^lT 
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5. What Is occurring on the college caapuses? Are those ^naH^u^^«-. 
providing AIDS education to their student? Institutions 

mv f " ""''K" '-^"^ universities nationwide are providing 

HIV education for students Is not known. This year CDC will fun^. 
lead university In States with a high Cumulative JLl^.n^i L . 
AIDS cases to: (1) .ssess the e^tln? trSjuh coneges'nd 
universities provide HIV education In the State^anS'") help Increase 
^u^^nt'Inrfa";!:^!'' universities providing ni.\lllll^]ir' 

Jnclud?th: fonoX"^''""'"" P"8'"» 

" ^d^'t^fr^^"^ P"'"!"* cooperative agreeaent 

iTilZ College Health Association (ACHA) to pr^JSe 

training to help students, faculty, and college olnlstrv 
representatives design and lapleaeit effective c^p^s-S^sed HIV 
educat on programs. To date, 1.461 participants from 797 co?ieges 
.nd universities have received training through ACHA wc'Lhcps ' 

H^nr!I«Mo* '•"''l''P°«" «nd marketing ov caapus-based 

HIV prevention progress, tne Initiation of peer education prorra^s 
and lnple»entatlon of HIV-related counseling programs f^" s"de«s' 
to Se u:eJ\'^''thrinMe::;:^M''' "-lop - «ct"on p ;n 

retu^'-^o^ielr'^l^^J:?::'::.!:^!:! '""''^^ "•'^ 

" pa"rof trAC>ll'"J"'i^ universities are not 

grant tc the N«," rr ' ""'^ ^"'^ "'^ CDC awarded a 

grant tc the National Association for Equal Opportunity in Hl<.h»r 

m'hJl^r '"n°\," S"'"' «^ prevention eSSca J^^ to students at 
veir of rhJ" """^ diversities. During the first 

aZlnt J """"^ university president 

X rlfn °"%P"'""' " "sponsible for coordinating SiV 
education prograas on caapus. During fiscal vear 1088 

a MtelUte teleconference that servect as the inaugura' actlvlrv 
t«ln?n'rr','"' "P"^«""»'« froa 98 schools partutpl ld ^n 
^Jtr ?^ ha™- Additionally,' each of the -17 
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Senator Saas cr's Ouestlor^^ 

1. One of the more troubllns aspects of the GAO report relates to 

out-of-school youth which have to this point been essentially left out of 
CDC's AIDS education efforts. Is CDC In a position to Rake available to 
education agencies guidelines or targeted educational naterlals which they 
can use to reach out-of-school youths? 

Out-of-school youth have not b<icn.left out of CDC's HIV education 
efforts. CDC Is currently using a aulti-center approach to prevent HIV 
Infection among out-of-school youth. Through this approach COG: 

- Provides financial and technical support to six national 
organizations that develop and Impleaent educational programs and 
materials for out-of-school youth and provide training to staff who 
work in agencies that serve out-of-school youth. 

• Assists more than 75 percent of State and local departments of 
education in providing financial and/or technical assistance to 
State and community agencies to assist them in educating 
out-of-school youth about HIV. 

- Has supported 12 training and dcmoustration programs since 1987 that 
have provided training to over 400 staff members that serve 
out-of-school youth from 35 States and 74 citUs. 

- Provides financial and technical support to State and local health 
agencies and 54 community-based organizations (CBO) that serve 
out-of-school youth. In many States »nd cities, counseling and 
HIV-antibody testing services are provided through these agencies 
and other CBOs funded by the health departments. 

- Conducts limited seroprevalence and behavioral research to assess 
the prevalence of HIV infection arid associated risk behaviors in 
out-of-school youth. 

- Carries out national public information program activities designed 
to reach these youth through the Kationftl AIDS Information and 
Education Program. 
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Scnttor Staaer'a Ot^^ff;^^^^ 
Question 1 continued 



- In 19«e, CDC betao to collaborate with the Watloiul Ketvork of 

hlfh-rlak youth tite the guide In teachlnt hlth-rl«k youS 
itbout the prerentlon of HIV Infection. ^ 

' ; 1»1»1«"<> the AIDS school Health ilduc.llon D.Ub.se 

S"';*.?"'"!' l»f^"«lo» to educators throXu? tt" 
R.tlon .bout the .T.lUblllty of video c.ette., co»lc boote? 

»^h^ii '^r^""*" "terLls designed to educ.ie ?S «,d o« of 
school youth about HIV» 
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As Chainum of the Senate Bodfet CoMilttet, X «a corloua about your 
spezidlns lerel. Have you found that your efforts are haapered by low 
f undine levels? Bov such sore in the vay of fundi nt is needed to 
adequately meet the challenge of AIDS education for school-ased youth, and 
hou would any additional funds appropriated tovanl this effort be spent? 

The President *a budget request for fiscal year 2991 of over $52 nillion 
for BIV education for school and college-aged youth will allow CDC to 
continue building the capacitiea of 5;cate and local departments of 
education to inpleaent BIV educction prograas. Both the Report of the 
Presidential CoBmlsalon on the Huaan I—nmodef icicncv Virua Knidealc 
and CDC* 8 Guidelines for irff active School Health education to Prevcp t 
the Spread of AIDS cal7 for the iapleaentation of HIV education as part 
of a comprehensive school health education curricula. The Presidencial 
Commission on the BIV Epideaic recooaended that **A11 schools, both 
public and private, should have comprehensive health education programs 
for grades K-12 fully iiapleaented by the Tear 2000.** Such programs 
establish a foundation for understonding the relationship between 
personal behavior and heilth in an orgarized, sequential, and 
developaentally appropriate manner froa-kindergarten through 12th 
grades. 

Implementation and maintainance of effective and high quality 
comprehensive school health education programs in all schools will 
continue to require substantial time and resources at Federal, State, 
and local levels. Additional funding for CDC's Oiigoing school health 
education program could be used to assist selected States and cities 
implement otheT^coaprehensive school health education programs. 

The President's request- for fiscal ye&r 1991 includes over iS mlllicn 
for funding an out-of-school youth initiative that will allow CDC to 
help develop, coordinate, and implement HIV prevention programs for 
these youth In tliree to six cities. Any increase in funding could be 
used CO expand such efforts to more cities with a high numbtr of 
reported AIDS cases. 
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Te.-.tirci.. 

Patricia J. urownlee 
AIDS Education Pdcilitator 
Baltimore City Public SchooU 

Before 

Cocaftittee on Governaental Affairs 
U.S. Senate 

Hon. John Glenn, Chairz&«.n 

May 3, 1990 



YOU h*.;. i i Baltimore, Maryl 

YOU have asked that I address the following topic*: 

"orfiri^n*^''^"^" ^^""^ schools doing to rcJav the HIV 

prevention message to in school and out jf school yiuth? 

-w^at methods have been successful to this end? why? 

-What nethods have not been su* sful? why? 

"to*L?r«r ^'J" «;<S«al, state and local governments 

to better educate our youth to prevent HIV infection and AIDS? 

-What else can be done by federal, state and local governments 
to traxn our tearhers to prevent hIV infection and AId" 

■y^thf^ ^* "^"^ prevention progra«,s for school-aged 

Aion/PTV S^'^^f'^''** ^^^^ Schools receives funding for 

Cent^r'ro:'^r:«:: ^''^^"'-'^ * cooper.tive agreement w.tV.%Se" 
Control-Division o-. Adolescent and School Health (CDC-DASH) 
Requests for this fund.-'.g have been «ade annuaUy since /fS!; 

in Baltimo^r^r^rPubLc ^'^0012*?^^^?^!°" '''''''' ^^^-^-^ 

Ainq/HTU ^^''^ ^^'^ funding support from CDC-DASh. a specific 
^irh ? ^•^••^^^on curriculun consisting of three lessons at 
S!fwi''''Sn; '"^'^ ^" integrated into a cSmpJehensive 

nHi P^«9r*« Baltimore City%ublic School^has * ' * 

oeen able to initiate and maintain a nodel aiDS/hIV education 
nearly all of the 108,000 studen'^s enro iSd 

gr^Te" J tSv^"r^'°" " ^" >cindergarten tJ^ough 

graae z witn AIDS/HIV infection presented as part of the laro*^ 
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Z:»pow«reent strategics ar* reinforced to rai.se the 
self*cf ficacy of students to Make positive haalth choices* not 
only in the area of STOs and substance abute but in facets of 
their lives. The coRstruction, writing* ard printing of the 
curriculum was supported by CDC-DASH funding. 

To assure and reinforce the success of the AIDS IV 
curric>*Xu»« extensive teacher training has 2>een provided, through 
inservice workshops and collf courses. Funding for substitutes 
to proaotte teacher attendance a^ workshops and stipends to defray 
tuition costs have been provided to terchers through CDC-DASH 
funding. 

Teachers of special ec^jc/ition and high-risk youth 
have bc«n es^cially targeted for training. These teachers 
daal with students who are »ore likely to drop out of school 
and/or practice risk behaviors for contracting HIV infection. 
These teachers receive the most training because they . eal with 
this population. 

Cross-discipline training has been provided to teachers 
in other subject areas for understanding of the issues surrounding 
AIDS/HIV infection. Awjireness training has been accomplished 
for all Baltinore City employes as mandated by Mayor Kurt Schnoke. 
This training w^^ facilitated by BCPS teachers and personnel 
front other city *.9encies (e.g. health department) as a collaborative 
effort and impacted approximately 10«000 employees. 

Attendance at conferences where t. e latest information 
IS exchanged* field trips to health exhibits nnd facilities 
for teachers and students, quest speakers* contests to heighten 
awareness and special in-school presentations have all been 
possible through granv funding. 

Support and supplemental materials, videos* pamphlets 
and updates have ^>een provided to teachers responsible for AIDS 
prevention education. These various laatcrisli; are on-site m 
each of our 180 srhools offering maximum accessibility and motivation 
for ure. The lesions in the curriculum provide for specific 
use of the>e A-V supports. 

Mumeious parent end community group presentations 
have been made to rrise the awareness of the surrounding communities. 
Thrpugh heighten parent awareness, in school youth and out of 
s'chool youth a'e reached. Foliow^up presentations are encouraged. 

^CPS cooperates with nany other agencies, private 
and public, m Baltimore City to further the cause of AIDS/HIV 
nrevention. Kanv of these agencies service out of school youth 
ard young adults. 

Reaching out of schor-l youth with MV prevention messages 
iS « more corplex undertaking and requires creative techniques 
for facilitation. With suppor*. from CDC-DASH. several programs 
have been iPittated ir 3ait.nv/e City. 
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P.tie2ts. These tU"l" S^S«en 20 ^^2^'"" " the youn, 

instruction. average oetween 20 and 22 hours per week of 

. suJ^.T^lTn ^ri:ni^re'"ty""hro«h'" nL~™""''^ °' 
Baltimore Cxt; using'cherr" S!irn"f t^'"!"'"" ««" 

^efusa^?e^^Si^ue%""?; :;JnSu=^Si^!'.Sir:CSen\l''ii^e" 

o'ce no"; this sa^er°usln= J"^" P^"'"" ""^ °P«ate 

peer edu«^ors/"^i= pro?r'al'':i!ni|:'^e1xi:nS^S f trainer? for new 

este^n. buila.n? ?r:"i=e1%L"ht1j=|!°" ^"^""^ 
reachf:r^i"'i«^erp-S?a°JiJn-:^ 1^-^=^^^ J^u"- ^^^^ -^L^"" 
reach a relatively saall „Lber of'JSilh" * "'"^ " 

essential chat every child believes this about hmself A 
con,prehensive health curriculua m all grades cSphalizIna 
consistent nessage of positive self-wnr*h wJii f ? ^ . , 
.ndividual vho will fuScLo^ wen Mn soc^etj! " successful, healthy 

••^e can present facts and figures to our youth and ask t-h*^ ^« 

d:";!or.::rs^ -^ieS^-^'^i^^hl?^L^:"o 'f V"" " ^""''^ 

o^ha^vio-" b;srt;'':a\rS:ci:si"on; con«ri:rnS'sL"^l* 

;J:raJd^;en" 2ai > ^ 

L.urtir!c.Iu.- :"f«al'l«n-s coriprchensive 
«UU are .aulhti P^ct'^Jed^i^^ef^^^^^^S i",'ho"l 
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Giving a definite aessage about abstinence frosi risk behavicrs is 
very loportant. ?eer pressure is extreaely strong in adolescence. * 
Teenagers, however, consistently nane adults as those froa whoa they 
wish to receive infonaation. Therefore, as adults, wa nust S-e 
consistent and definitive in our messages about abstinence. Thes^ 
messages aust be age appropriate and clear. An unclear aessage gives no 
direction and the ycuth will follow peers which nay or aay not be the 
healthiest path 

A one tice HIV prevention presentation for students is not 
satisfactory. Students need consistent, repeated messages about HZv 
prevention. These eessages need to build decision aaking skills 
and refusal techniques. Infonamg students about the action of a 
retrovirus will not help thea to resist risk behavior. 

Through past experiences m teacher training, it has been 
deterained that a one-tiae presentation for teachers is far fron 
satisfactory. Training aust be consistent and occur often with an 
xnitial -dose" and frequent follow-ups thereafter, it Is essential 
to raise the ccafort level of teachers who deal with delicate 
issues surrcondmg HIV education. Raising an instructor's coafort 
level will increase their xntent to teach the curriculua. 

Suggesting that a teacher present mforaation about Hiv prevention 
withcjz appropriate training is dooamg the curr\culua to failure. 

Inservice teacher training is costly because substitutes aust be 
provided. Frequent absences of teachers froa the classrooas interferes 
with the continuity of instruction ^or students. Funding is necessary 
ioT after school and week-end trainings. 

Off-nour training opportunities lacking the enticeaent of 
stipends or m^ervice credits are often unsuccessful as they selfioa 
activate teachers to participate solely on the focus of professional 
enrichaent. On the other hand, an extensive traminq prograa 
occurin^ during the .chool day can be equally unsuccessf ijl. No 
natter how auch funding is available, it will not supply additional 
teacher substitutes if they are not available, nor will it provide 
additonal weexd when all disciplines are competing for coaparable 
training time :s. In addition, thft overuse of substitutes can 
hinder student achieveaent. 

In £ X^rge systea, there is often a lack of appropriate personnel 
to accoaplish aaaaoth tasks involved m HIV education . There are also 
varying readiness levels of adainistrators and teachers in dealing with 
the blv/AlDS mforaation, and differences m perceived relative 
laportance of the subject. Many believe it is not necessary to deal 
v.:.tn KIV education in school and that the aedia should be allowed to do 
tnis task. 
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filled^curriculS^"^^''" involves aiore content to be added to an already 

«.K. In elementary schools, tliere is a general reluctance to deal with 
r^tlsT^n-n. ^SSy"'" ' °' "eryoi;^"' 

HIV prevention education works best when integrated into a 

curriculum. There needs to be continuity 
b2hl!)ior! decisions become a part o£ life processes and 

Federal, state and local governments can assist in the following ways: 

a. Mandate comprehensive health as a graduation requirement for 

ell high school seniors. 
^* educators^"^ health education be taught by well-trained health 

c. Provide inceased funding for teacher training 

d. Provide increased funding for instructional support materials 
due to rapidly changing information about HIV infection. 

e. Assist with audio-visuals and additional materials directed to 
minority and special needs youth. 

Provide financial support for activities targeted to reach 
out-of school youth, 
g. Provide additional financial and technical support and 
opportunity for networking with national organizations to 
existing HIV prevention programs. 

1^?^'°^^" provides technical assistance and guidance and is supportive 
^S-JortL*'?^''''''^ ?' "^^ programs, 'xnil has beeS essen^^SH^ 

i» in n?!.* Jn^MlIi''" " specific population served, a framework 
off t^^? ^ff! ? programs can be aligned. CDC-DASH, through a project 
officer, offers valuable suggestions and technical assistance P^"^*'^^ 
concerning approaches to ot^ectives and activities. Techniques and 
sornats for evaluation design have been offered through a conference 

t""^ V CDC-DASH provides for and encourlges networking and 
collaboration with national organizations. nc^worjsiag ana 

^" summary, CDC-DASH funding, technical assistance and networking 

support provides the impetus for school systems to produce viable Hiv 
prevention programs fo. both m and out-of-school youth. Assistance 
irhoo??! f?S!/uJ^'^^^°^'°^^" ^""^ instrumental in Baltimore City Public 

school's AIDS/HIV education effort for both in and out-of-school youth 
and the community at large. yuutn 
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Hr. ChainiAii and aaabers of Ui« Conalttee: I am Katharine Fraaer, 
Prograa Director of the AIDS Edu-%tlon Project at the l/ational Association 
of State Boards of Education (HL»6Z) . I aa pleased to talk vith you today 
about the efforts of our orgoniTiatlon and the Centers for Disease Control to 
educate the nation's yourj people about AIDS and the virus, HIV, that causes 
It. State Bo/vrds of Education *re interested in thia issue because they are 
pc^lcyaakors vho aro charged vith outlining the respanse of stato educa*:ior. 
svstcsbt to Uie AIDS epidealc. 

KASBE is in its third year of a five-yaar project funoea by the Centers 
for Disease Control. Our aim is to help states to dispel tht. nyths about 
AIDS and give youn^ people the infoniation and skillo to avoid HIV. He do 
this through giving on-site technical aasistance to states by piotmcIrK 
publications to support policy development, and by providing itacior.*.' 
leadership about the broador health crisis underlying the AIOS .i>-jic rhar. 
exists among our nation's young: people. 

Senator Gl^nn, our organization sees AIDS as a part of a bigger 
problem. State board members are very concerned about the hiaJ fh and well 
being of our nation's young pocple particularly on how thii. Impacts their 
ability to learn, their motivation to ^raduice from vtgh schcvl. and their 
readiness to take their place 'n the world. Teenagers who are depressed, 
drinking too much, taking drugs, or vho feel like they have no future - are 
at risk of school faiiura. 

For us, this ceaiui that schools need to be much more Involved *x\ 
supporting yotmg p*opl«'« physical and amocional health and well being than 
they have ever been in the past, xhla ig not an idea that averycne egreet 
with others will Insist that schools should limit themselves to promoting 
better academic achievement not health. But health and edu-atlcn are 
Inextricably Intertvinrd. Without better support for students eitotional, 
social and physical probleias. many of our young people will never Rr&duate 
from high school or parfonr to their full potential. Schools can't solve 
these prooleos alone, but thoy oust be par'cners with family and oomrwnity 
efforts to do to, 

Alth'vugh our efforts .pan all uge group. . we have taken a special focus 
on the health problems of adolescents for three reasons. First, too many of 
them suffer from avoidable problems luch as drunk driving, drug abuse, and 
alienation. Second, adolescents are facing these problems Ac younger and 
younger ages when they aro less able to cooe and realize the 
consequences. And third, the r^fults of thesa problems are oora devastating 
than ever: tmprotected sex results in not only unwanted babies but HIV 
infection ar.d AIDS, 

Out or this concern -- and with funding from the Centers for Oisease 
Control KnSBE haa joined with the American Medical Association to form a 
prestigious cooaicsion the National Commission on the Role of the School 
and the Community in laproving Adolescent Health -- to draw national 
attention no our adolescent health crisis. cxt Commission, which is 
comprised of national opinionmakers in the fields of education, business 
health, and the media will issue its report and concrete recommendations to 
thf} nation on June 8th. 
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with itM CDC sr«ntf :IASBB aUo h«lpa statA leaders develop policies 
regarding aJDS eduoatlcn and people with AIDS. In the paet year*, we have 
vlalted ona-thlrd of aJl st£.taji, and because of our work, maxxy states have 
adopted AIDS education requlre««ants, as well as policies to help school 
coMunltlea make oeclelons reading people wlrh AIDS using Methods that ere 
feedlcally «ound and coapasslonate. 

Wa have becoM a national and International center for Information 
about AIDS and echools. Our l.test publlceilon. Someone at S chool h»« ATn<^ 
has been requeeted by people from around the country and eround the world to 
help them develop pollclae for people at achool wbo are Infected with HIV. 
We also conduct a yearly stata-bv^etete survey of ections to promote AIDS 
eoacAtlon, and through this effort we have le*med about the Impact of our 
vork: In the stjamer of 1987, 7 etates required AIDS edxicetlon. By 1990 
this nuid>er has quadn^lad: 30 states and the District of Columble now * 
require AIDS education. 

Our obligations In regard to our grant Include working cooperatively 
with CDC and other organizations, as well as having a project review panel 
"u-?Vi mater lale. CDC also reviews our materials before they are 

published. Ue are also required to contribute to CD^'s AIDS School HeaUh 
Database. Next year, we will be required to participate In an electronic 
bulletin board that has been set up by the Council of Chief State School 
Officers. 

I have also been aeked to coament about how CDC can better coordinate 
federal, atate, and local governments' programs with services provided by 
organizations ,uch as oure. First of all, I want to tall you that I have 
worked closely with the Division of Adolescent and School Health for three 
years, and I think their program Is flret-rate. Like any ambitious and 
innovative new program. It has had Its growing pains and this especially 
true aince It had to respond to not only a public health emergency, but a 
highly charged political l..ue. I think that all of us have felt that we 
could herdly afford tha time to pause over the peat three years, because 
live, ere Uter.lly at .take. At the sane time, I think that this point - 
3 yeers into the process I. an excellent time to think about how CDC and 
organlratlona auch at HASBE can better work together to maximize our 
strengths. 

CDC la a oublic health agency that Is working with education and In 
doing so. Is building bold new bridges between the fields of education and 
1' 2/" ? ^' * ^^^"^ '''•P forward In promoting the health and 

educational prospects of our young people. Two of the three top priorities 
of the CDC's new director. Dr. William L. Roper, are prevention of heUth 
problems and Improving chlldrcn'a health. To prevent health problems of 
children, the public health aystem will be most effective If It works with 
schools because schools are where the children are. 

Another atrength of the CDC program la that through auch activities as 
^••rno-clng our National Commission. CDC Is raising awareness at many 
levels about the Inadequacy of nxny health education programa to cope 
with aerlous problems auch aa AIDS. Wh<n health education Is mentioned, 
many people remember their own experiences In which aometlaes poorly trained 
and reluctant physical education teachers gave them lectures about sex or 
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th« four food groups. If ve hop« to convince our teenagers to re«i«t 
behavlora tbmt could expose thes to the AIDS flrus, then we aust think 
differently about health education. Stitdantf need relevant information froB 
well*trained teachers, and they need to lesm and practice the skills they 
need to live a healthy life. These skills include lesming to »ake wise 
decisions, to work ceoyerstively with others, to resist pressure, snd to 
take responsibility for the«aelves. 

To strenschen their prograa over the coaing years, I surest that CDC 
continue to consolidate and use the results of one of its greet successes: 
the capacity it has built in the diverse national erganizationa it haa 
weiked with over the past thret y«are to iayrove AIDS and hsalch education. 
Uith these organizations, th«y fain access to decisionaakers at all levels 
across the country people who have the energy, connect lens, and skills to 
«ake things hapfen at die local, stato, and national level. As CDC works 
with individual states, it needs to build better and better ways to draw 
upon the information and experience of ita funded organizations to plan 
strategies, build coalitions, and sake real progress. 

Second, as the CDC prograa continues, it should continue to work with 
stste educetion agencies, and to help support their efforts, it should also 
forge stronger links with diverse groups at the state levol including the 
nation's govdmers and legislators. This kind of leadership ie crucial to 
CDC*s long- term plan to effectively educate every young person about HIV and 
related heelth issues. Many states that henro uade a coopffehensive, thorough 
state%ride cowd.t»ent to iaproving their AlBft^'end health pffograMS have had 
the support of governors and legislators. Yt is often these leaders whose 
hearta and nlnda must be von to effect substantial, long* ten change. 

The AIDS epidemic remains a crisis, and ir. remains a highly emotionally 
and politically charged iasue in many states #^ local cotmaunities. For 
this reasun, we must continue to build coelltions at the state and local 
levela. It certainly will be easier to build state and local coalitions if 
we can naU AIDS educetion a part of a bigger effort to improve the health 
and achievement of our young people. 

I would like to express ny sincere appreciation for having the 
opportunity to talk with you this momfng. HASBE and its stato board of 
education neobers stand ready to work with you In' continuing to confront the 
national health crisis of the AIDS epidemic. 
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Good morning Chairman John Glenn, members of the Committee 
on Governmental Aftairs and other observors and participants. My 
name is Sandra Singleton McDonald and I am Found''- and President 
of OUTREACH, INC., a four year old minority non-profit grassroots 
cocununity-based organization in Atlanta, Georgia. 

OUTREACH, lNC.*s overall mission and purpose is to provide 
culturally-sensitive AIDS and drug abuse education prevention 
programs to the minority communities in Metropolitan Atlanta's 
inner city neighborhoods and throughout the State of Georgia. To 
meet the challenge cf our mission, we combine a two -prong 
educational approaches which utilizes both traditional and non- 
traditional methods. Our traditionail approaches include training 
and informational workshops to groups including elementary, 
middle and high schools, colleges, churches, civic organizations, 
halfway house, drug treatment facilities and various others. Our 
non-traditional approaches include the formation of a "street 
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team'* which consist of former intravenous drug users who are 
certified AIDS educators and provide one-on~one intei-ventions to 
persons at elevated risk for HIV disease. 

During 1989, our street teca made 95,000 personal contacts 
with current substance users, their partners and other family 
members, out-of -school youth, and others in the minority 
community where distribution of 200,000 condoms, 2,000 of 
individual bleach bottles and 150,000 instructional brochures 
were handled, other approaches have included sponsoring a female 
impersonation contest where AIDS education was pcovided prior to 
announcing the winner to black gay males; placing ?eer Counselors 
(recovering intravenous drug users who are AIDS educators 
promoted form our street te^^) in our largest charity hospital, 
Grady Memorial to intervene with addicted patients with HIV 
disease to encourage drug treatment, 12 step-help programs and 
general emotional support; and, adopting ttn inner city high 
school and an alternative school for out-of-£chool youth to begin 
a Teen Peer Program. 

My testimony this morning will center around out HIV 
awareness programs targeted at school *aged youth. 
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ZH SCHOOL YODTB PROGBAH 

•:?utreach. Inc. was contracted by the center for Population 
Options, a nc.tionQl organization funded by the Centers for 
Disease Control*? Adolescent and School Health HTV Education 
Program, in \ugust, 1989 to b^in a Teen AIDS Prevention Program 
at a local middle or high school. Ihe contract was for $2,500 
and covered a one year period. Since the Arl'^nta Public School 
System did not have a formal procran for AIDS education in place 
for students, we were fortunate to br given permission to operate 
in an inner city high school vhor^ two 72) students under sixteen 
years old were recently killed in drug relaxied fights In the last 
twelve (12) months. Students were chr^sun by the school's 
cfficx^ls for participate and parental approval was obtained. 

A course outlins and general program oparaticns were provided by 
the Center for Population Options and ha/e been followed by the 
fifteen (IS) students participating in the program. The students 
meet for two (2) hours each wee)c and in addition to the course 
requirements a variety of guest spea)cers provide training on 
pertinent diseases, teenage pregnancy, suicide, homicide, peer 
pressure, stress, etc. 

The students chose as their project to develop a Teen's AIDS 
Awareness Hor)cshop targeted at their peers and to conduct 
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a ainiaun of ore (1) wor)c3hop for 10th, llth and I2th graders at 
(10) major Atlanta high schools. A peer level brochure, poster 
and referral card developed by the students will be provided. 
During the siuuier oonths, the students will begin a "Teen Crisis 
and Self -Help Line" where cells from teens seeking information 
about AIDS and/or drug abuse will be received. This telephone 
line will be located in our administrative offices and one of our 
Outreach Specialist will assist the students. The availability 
of this service and the appropriate telephone number will be 
advertised at establishments frequented by teens including record 
stores, pizza parlors, skating rinks, etc. Public service 
announceaants written by the students will also be placed on 
local radio stations. 

0UT-0r-8C100L TOXTTB nOGMMH 

Our first encounters with school-aged youth who were not in 
school began in 1988 when our initial "street" outreach work 
started. Our Outreach specialists (who arc trained AIDS 
educators and recovering Intravenous/ substance users) began to 
observe several young minority males who were regulars at local 
recreation centers where basketball in played uost of the day. 
After developing a level of trust and creditability, the youth 
were receptive to information on the transmission of HIV and 
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prevention techjiiques. Vfhile acceptance of condoos was slow as « 
first, it rapidly becane our hottest item. 

In inne?; city Atlanta, it is difficult to identify any one 
section of town where out-of-school youth congregate, however, we 
continued to discover these youth in areas where drugs dominate 
and where sex, money, stoles items and othsrs are exchanged for 
crack cocaine, powdered cocaine and heroin. We recruited two (2) 
youth who were seasoned "street wise" veterans to distribute 
informational brocht^res, condoms and bleach to other kids on the 
street. These youth also became our entrance into other areas 
vhere out-of-school youth including runaway gathered. jo 
Bergman, vice President of H;;kmer Bros Records has been a 
supporter of our Teen Program and has provided cas'-^tte tape, 
albums and compact discs which are used as an incenta for kids 
to talk to us on the streets. 

Currently, we have recruited five (5) students at the 
Exodus, Inc. Academy (an alternate school for out-of -school 
youth, runaways, troubled students, etc.) to become Teen Peer 
Counselors fot youth on the street sand will begin ^neir training 
program when funds can be obtained for stipends. Thea-: students 
will work in concert with our in-school youth on various projects 
including the Crisis Line and the peer level workshops. 
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ucoittnroATioHs 

Wo strongly recosaend and encourage the consideration of the 
following: 

* Funding be continued for the Centers for Disease 
Control's Center for Chronic Disease Prevention and 
Health Proaotion*s Division of Adolescent and School 
Health HIV Education Prograa for both in-school and 
out-of -school youth. 

* Out-of -school youth prograns include: 



the flexibility of designing written aatorials 
which reflect the language of "street wise** kids 
and is culturally suited for different audiences 
i.e. rappers, punk rockers, heavy oetal followers, 
etc. 

the participation of coE3sunity based ocg/mizations 
who offer substance abuse infomaticn and 
treatsent pxograns targeted towards teens; and 
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an Advisory Panal of fora«r runaways, out-of- 
school youth, ate. to provide guidance on 
appropriate intervention aathcds and techniques. 

CDC's CCOPHP develop partnerships with corporations 
whose products are narJcetod 1 3 teens to Sv->1 icit 
:)articjpatlon is providing AIDS awareness inforaaticn 
with purchases. Exanples include fa^^c feed 

restaurants, record ^tortis, tennis shoe coapanies anc 
other. 

S^forts zo provide education to youth cn all health 
issues by the Center for Chronic disease Prevention and 
Health Proaotion»s and ot^hor agencies, be incorpcrdtad 
with AIDS awareness information for a coaprehensive 
sethod of ccaauni'ration. ixaaples include drug abuse 
education, other sexually transaittod disease, teenage 
pregnancy, etc. 

Heaoval of several restrictions on HIV ev'ucation and 
pi%/ention activities. ThanX ycu! 
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Chainaan Glenn and aeabors of th« coaalttee on Governmental 
Affairs, ay naxe is Jay cobum. I aa Director of the Safe choices 
Project at the National Netvor)c of Runaway and Youth Sesrvrices. 
I am here today representing the National NetworJc, our members, and 
the thousands of young people who are living without the support 
of our schools and wther institutions m they struggle toward 
adulthood. I am also here to share the experiences of other 
national organizatiozis which receive funding from the Division of 
Adolescent and School Health (DASH) to provide education services 
to out-of -school youth. 

ThemJc you for the 0ppO4.vvu*lwx to speak before this esteemed 
panel on matters that could save the lives of so many 
disenfranchised young people. I would liXe to tell you about the 
work of my organization and project, briefly profile those youth 
who are at highest risk for HIV infection, outline cur cxirrent 
efforts to prevent HIV infection within this group, and discuss the 
prevention initiatives overseen by the Division of Adolescent 
School Health (DASH) at the Centers for Disease Control (CDC) . 

The Wational Wetvork 

The National Network of Runaway and Youth Serviced represents 
over 900 community-based orgzmizations throughout the country as 
it educates and assists the nation in providing support and 
services for high-risk youth and their families, so they may lead 
safe, healthy, and productive lives. To that end. Safe Choices is 
a national initiative to provide materials, training, and technical 
assistance in HIV and AIDS prevention to those who serve runawiy, 
homeless, and other high-risk youth. In addition, the project 
providss information on high-risk adolescents and HIV and AIDS to 
national organizations and policy makers. 

Youth and HIV 

Adolescence is a time of experimentation for most young people, 
as they assert their independence from parental figures and begin 
to explore new ideas and behaviors in preparation for adulthood. 
Unfor-tunately, this experimentation increasingly includes early 
sexual activity and alcohol or drug use, placing youth at risk for 
a variety of health problems — including HIV and ultimately, AIDS. 

Sexual Activity 

o On average, young women first have sexual intercourse when 
they are 16.2 years old; for young men, the average age iu 
15.7 (Zelnick ft Shah, 1983). For most, the decision to have 
sexual intercourse is spontaneous (Zelnick 6 Shah) , 
decreasing the likelihood that condoms will be used to 
prevent the transmission of disease or unwanted pregnancy. 
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o The average age for first sexual intercourse reported aaona 
young wo»en in an inner city detention population was 12 
years old (Hein k Hurst, 1988). 

o One in six high school girls ^o is sexually active has had 
at least four different partners (Madaras, 1988). 

o In a study that focused on health services to hoaeless 
people in 19 cities, homeless girls aged 16-19 had the 
highest pregnancy rate of any other age group. Thirty-one 
percent of the 16-19 year olds receiving health services 
were pregnant, compared to 9* of the control group used 
(Wright, 1989) . 

STOs 

o 2.5 ail lion teenagers, or about 1 in 6 teenagers, contract 
an STD every year (Madaras, 1988). 

o People with a history of sexually transaitted diseases 
(STDs) appear to have a higher incidence of HIV infection 
than people with no such history (Gates, 1988) . 



o For sexually active teens, latex condoms are the best way 
to avoid HIV infection. However, onJy about 25* of teens 
(aged 15-24) use contraception consistently; only 21* of 
these use condoas (Bachrach, Horn, Kosher, & Pratt, 1984). 

AlcohoJ and other drug use 

o Anong adolescents surveyed in 1987, about 1/4 of 8th graders 
and more than one-third of loth grade students reported 
htiving had five or aore alcoholic drinks on one occasion 
during the previous two weeks (Aaerican School Health 
Association, 1987). 

o Reported rates of substance abuse aaong runaway and hoaeless 
adolescents range between 70-85% (Shaffer k Caton, 1984; 
Yates, MacKenzie, Pennbridge, t Cohen, 1988; Rotheram-Borus, 
Koopaan, k Bradley, 19S9). 

o Use of drugs and alcohol by teens iapairs judgement, le*tding 
to poor decisions about engaging in sex in the first place. 
Drugs and alcohol also ixpair a person's willingness and 
ability to use condcms or other precautions. 

At this tiae, several hundred yotmg people aged 13-21 have been 
diagnosed with AIDS. AIDS is the 7th leading cause of death aaong 
15-24 year olds in the U.S.; it Moves to 4th place when looking at 
health-relatad deaths (National Center for Health Statistics, 
1990) . Health care experts assert that these nuabors mask the true 
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incidence of HIV infection in adolescents, since those infected 
with the HlV-virus as teens are usually asymptomatic until sometime 
in their twenties. (The latency period for the HlV-virus may be 
as long as 10 years, currently, 20% of those individuals diagnosed 
with AIDS are aged 20*29; many of these were probably .Infected as 
^eenagers • ) 

Cases of AIDS among older adolescents differ from younger 
children in that the virus is: a) most often tremsmitted through 
unprotected sexual activity or sharing needles and b) can be 
prevented when young people are given the information and gain the 
skills necessary for behavior change. Adolescent infection also 
differs from adults in several ways: a higher percentage of 
females are HIV-infected; the rate of heterosexual transmission is 
double that of adults; and ther;^ is a higher prevalence in young 
people of color. 

Hiah-Ri3)c Youth 

Youth at highest risk for HIV infection face the same 
developmental challenges as othsr youth: they experiment, test 
limits, and believe they are invulnerable. As far as HIV, they 
are often isolated from the institutions that are typically 
expected to carry prevention messages — schools, families, health 
services. Unfortunately, they lack the adult support and resources 
Which help to ensure healthy transitions into adulthood. They miss 
school or drop out, engage in sexual activities at earlier ages, 
and are more apt to become chemically dependent on alcohol and 
other drugs. 

Runaway and homeless youth are particularly vulnerable. Life on 
the street£, appears to be the most viable opcion for many of the 
estimated 1.3 million youth who have fallen through the cracks of 
an overburdened child welfare system or who have fled or been 
ejected from chaotic and often abusive homes. 

Although these young people coute from diverse backgrounds (i.e., 
they represent every socioeconomic class, ethnicity, and 
community) , living without adult support and guidance is a great 
equalizer. Runaway and homeless youth often lack access to things 
many adults take for granted: bathrooiBS, places to bathe, warm and 
safe places to sleep, regular meals <r transportation, and people in 
their lives whom they can trust. 

Because of their age and lack of itducation or job training, 
these young people have few skills or ..ifo experiences with which 
to earn a living. They are easily exploited. Drugs and alcohol 
(which impair judgement) are often used as moans to fit into the 
street scene, escape from the pain of the past, or ease a sense of 
hopelessness in the present. In addition, youth are forced to 
engage in survival sex to meet their basic needs^ of food and 
shelter. 
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Runaway and boBslttss youth often lack HT^ prevention 
infomatlon, the negotiation slcills n-sceseary to practice safer 
behavior, and access to condoMs (or bleach to disinfect needles) • 
Also, tha adults who sexually assault or exploit these teenagers 
are rarely interested in risk reduction; they pay and/or coerce 
youth to forego condom use. Too often, because of their profound 
isolation, these youth lack the will to sav«i their lives through 
less risk behavior. 

Currently, programs that co*insel rimaway and boneless youth in 
New York City report that 7-15% of their clients who have been 
tested for the virus are infected (Kennedy, 1988) . Prevention and 
intervention is very difficult given the coiQ)lete lack of stability 
in these young people's lives. Just securing shelter on a day-to- 
day basis and remaining relatively safe from assault is consuming. 

Getting these young people off the street, away from the 
pressures and exploitation that makes them more susceptible to 
risky practices, is bottom-line HIV prevention. At the same time, 
street outreach and youth emergency shelter programs act as the 
point of access for many high-risk youth into the service delivery 
system; they are strategically poised to provide HIV prevention 
education to young people who are, for the most part, disconnected 
from their communities and responsible adults. 

Characteristically, the focus of these programs is crisis 
intervention, stabilization, reuniting families, and brokering 
additional services for young people (e.g., getting the child 
welfare agency tc take custody when an under-age youth has been 
abused or neglected.) With training and assistance, community- 
based agencies can also help young people change their behavior to 
make thr»!a safe from HIV. 

Safe Choices Proiec^ 

The Safe Choices Project has received funding from the Division 
of Adolescent School Health (DASH) of the Centers for Disease 
Control (CDC) for the last three years. The purpose of the 
cooperative agreement is to expand HIV prevention activities 
benefitting out-of -school youth — specifically, runaway, homeless, 
and other troubled youth. Working with community-based 
organizations that reach out to high-risk youth, the project has 
four parts: educational materials, training, technical assistance, 
and public information and networking. 

The Safe Ch oices Guide . The Guide, a central component of the 
project, is designed to help youth-serving organizations develop 
policies and programs to help stop the spread of HIV — including 
r '^away and homeless youth centers, detention facilities, and group 
hones. 
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The Guide consists of the following modules: 

o organizational policies about AIDS and HIV Infection (e.g., 
safety procedures, antl-dlccriainatlon policies) 

o staff training for all employees who come In contact with 
youtU (l»e., lln*» staff, counselors, cooks, drivers) 

o youth training. Including basic Information and skllls- 
bulldlng exercises 

o ln(2i/ldual and family counseling 

o outreach to street youth 

o telephone hotline Inform- tlon, counseling, aad referral 
o HIV prevention in foster care settlngr 

CDC has funded development and printing of the Guide along with 
Additional financial support from the Metropolitan Life Foundation. 
The Guide will be disseminated to the 343 federally-funded runaway 
and homeless youth centers, and additional copies will be made 
ava.llable to youth-serving agencies nationwide. Final approval on 
the text of the Guide was received from the CDC on April 27, 1990. 
Mow in production, the Guide is schecluled for distribution at the 
end of May. 

Workshops and Training. Sessions are held throughout the 
country to alert youth workers to the impact of the epidemic on 
young people and to train program staff so they can provide 
effective HIV prevention education. The one-to-three hour 
workshops are typically convened at national and regional 
conferences. They are designed to introduce participants to the 
issues affecting high-risk youth and HIV. 

Intensive training conferences, based on the Safe Choi c^^a Guide, 
increase participants* knowledge and competencies in the following 
areas: organizational policies, training for staff, HIV prevention 
for youth, and integrating HIV prevention messages into existing 
counseling, street outreach, hotline, and foster care programs. 
In addition, participants become familiar with local resources and 
learn about networking and organizing community responses to fight 
HIV. 

In the first half of this fiscal year. Safe Choices has reached 
387 youth workers, teachers, and other professionals through 11 
presentations held throughout the country — e.g. , Angel Fire, 
N.M.; Stevens Point, Wise; Richmond, Va. Intensive, one- to two- 
and-one-half day trainings have been held in five cities during the 
same period, including: Washington, D.C.; Houston, Vex.; 
Pittsburgh, Penn.; Springfield, Mass.; and Ashland, Ore. By 
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October 1, 1990, conunity-based organizations serving high-risK 
youth in each of the ten federal regions will have had the 
opportunity to participate in these sessions. 

Technical Assistance. The project provides technical 
assistance, neuaely, support and inforaation on Model prograas, 
policy development, private funding sources, and new aaterials 
(e.g., posters, brochures, videos) through a variety of chzuinels: 

o The AIDS Technical Assistance Hotline (l-800-878~AIDS) 
provides personal assistance in developing programs and 
finding new naterials for those serving at--risk youth. 

o The YOUTHHET AIDS Bulletin provides weekly updates on HIV 
prevention and other activities through the National 
Network's telecomnunications systen, YOUTHNET. 

o The "Network News" and ••Policy Reporter" are National 
Network publications that carry HIV/AIDS related articles 
to inform and educate youth providers. 

Safe Choices is also providing intensive and ongoing technical 
assistance to seven youth shelters in the Washington, D.C., 
metropolitan area. In recognition that agencies working with high- 
risk youth are often constrained by limited staff and other 
resources. Safe Choices provides a half<-time trainer shared by the 
shelters. Funded throuah a grant from the Aetna Foundation, the 
trainer is able to provide assistance to agency staff and training 
to clients every two weeks at each shelter. Depending on 
evaluation outcomes, this model nay be replicated in other 
coiaounities in the future. 

Public Information and Networking. These activities are 
critical to oeveloping greater public understanding and support for 
additional HIV/AIDS services for high-risk youth. Project staff 
work with other national organizations and decision makers to 
increase awareness and to facilitate cooperation at all levels of 
community that cuts across public/private, professional, and 
ethnic/cultural lines. DASH's cooperative agreements with 20 
national organizations emphasize collaborative efforts; to that 
end, several national organizations hope to hold joint training 
next year for their respective constituents in select cities across 
the nation. 

DASH and Prevention Initiatives 

Effective HIV prevention for all youth, particularly youth at 
risk, must provide information and skills. Teaching young people 
about how HIV impairs the immune system will not help them if their 
sexual partners refuse to use a condom. Young people need refusal 
and negotiation skills and explicit information if they are to 
abstain from risky behaviors or reduce their risk by using condoms. 
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A recent stvcJv m HIV prevention for high-risk youth conducted 
at ColuBbia Ur r'"''ritity found that young people had a high level ot 
knowledge abf^-i^ >IXV transaiasion (Rothera»-Borus, Koopaan, I 
Bradley, 198-.> However, they lacked negotiation skills and 
despite theix ^^nn level of knowledge, they continued to engage in 
high-risk b€ -^viors with aultiple partners. An effective 
behavioral ch**^^^* intervention required ten, one-hour sesrlons 
providing explicit information and okills in order to initiate a 
positive chai>jcfe in risky behavior Sustaining that change deaanded 
additional 5'vii/>ort. These resuxcs underscore the importance of 
addressing r.go-related challenges and stabilization issues when 
designing »*ntion education programs for out-of -school youth. 

Obviously, conmunities need highly skilled trainers to work with 
these young people. Funding conmunity projects that hire a 
trainer(s) who is shared among comaunity-based organizations is a 
cost effective modol for providing prevention education. In 
addition, it has the added benefit of encouraging cooperative 
efforts at the local level. 

Numerous federal agencies within ^he Pxiblic Health Service 
(e.g., CDC Center for Prevention Services, National Institute of 
Mental Health, National Institute of Drug Abuse) are beginning to 
provide resources to conmunity-based agencies serving out-of-school 
youth. However, there is little coordination between agencies and 
no sharing of resources and model programs. 

Recommendations 

o The Public Health Service (FES) should increase coordination 
nmong federal agencies making aiv prevention grants to 
community-based organisations targeting out-of-school youth. 

o More funds must be made available directly to community- 
based organisations to provide the intensive training to 
out-of-school youth necessary to initiate and sustain 
behavior change. 

o The Centers for Disease Control (CDC) should modify current 
restrictions on the content of HIV prevention messages to 
allow the use of targeted materials proven to be effective 
by public health experts, even though they may offend some 
audiences. 

Thsj centers for Disease Control's HIV prevention initiative for 
out-of-school youth is currently based within DASH. At first 
g** the wisdom of making departments of education responsible 

U ients who appear to have loft their system may seem 

que ^nable. However, practice yields other conclusions. 

First of all, the boundaries separating in-school and out-of- 
school youth are permetible. Youth may be in and out of school over 
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^^•^ * vsii.ty of circum«tiinc««: runaway 

changing foatar cara placaaanta, and siapla truancy ara asong thi 
^«n?h'^H ^^Vii*^ y'V*^ achool. In addition, .oma 

X>^?^!^^n« "J uitiMtaly drop out oftan vacillata ovar tiiaa bitwaan 
quitting •chool and raauiing attandanc*. 

.nKf?^-"li:^'. young paopla and tha tachnologias that 

!S V V^*f* ^* Pracadant for tha« to •ducata youth who 

llt^^dv^n^I^f^^^'L \ wJority Of .tataa, school, must 

alraady provid. .ducation to incarcaratad, out-of-«chool youth) . 

1^*" paopla ara troublad or bacoma disconnactad fron 

«n?i?v^««^vl t tandancy to forgat thair aga and aarvc. the?i 

solaly on tha baaia of thair probla»a. it i. aaa^ad, for axaapla, 
that adult or family hoaala.a shaltara sarva youth or tAat a 
ll^rlm v^-^^ drug Problaaa can b« aarvad by any rahabilltation 

daniad aarvica at thaaa 
2o ihl f programs and if thay ara sarvad, youth ara axpoaad 

tai^^rad"5i It T*'?[ troublad adults in programs that arTnot 

tailorad to aaat their davalopnantal naeds. 

a^hoo^r^?"^"^! ^•^P ^" preparing for adulthood. If 

«H^^!i?nn'*'*®«H^°^"^ ^° "spond to the Buch discuasad crisis in 

oSScatioLi ^•^P^* atruggla within and without tha 

educational systea. it is not enough to find ways to keep young 
i^'^'l'^*^ \" aducational process during and after j!niS? 

ms^'in^oiv.^rnr'""'"^ ^'"^ ^« P^^"» reinforces 

requiring the aducational system to 
""^^^ Of out-of -school youth resulting in unique 
h«Lh ? partnerships between publi. agencies and communiS^- 

^2??^K«S'^?"^"^uf"w^ ^^•^ yo^th. Examples It 

collaborations which have included uhe Safe Choices Project follow: 

° I5» ^^fconfin Department of Fublic Instruction, the state 
educational agency (sEA) , provided funding to bring together 
ail the runaway and homeless youth programs in that state 
f-L*4 training in cooperation with the Wisconsin 

Association of Runaway services. 

° fjf^^^®^''®* staff have provided technical assistance to 24 
J 2^ °i public and private agencies at throe, DASH- 
sponsored conferences. 

o In Arizona recently, 150 professionals from public agencies 
(e.g., schools, health departments) and private commxinity- 
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bas«d organizations who vorX with high-riuk youth att^ndod 
a two-day training convened by tha SEA. Tha SEA warkad with 
tha National Katwork to Idantify runaway prograac^ in tha 
stata and invitad Safa Choicas Pro j act staff to presant at 
tha confaranca. 

o Naxt waak in Colujobus, Ohio, youth workars froa throughout 
tha state will attand a two-and-a-half day training providad 
by Safa Cholcas. They will ba joinad by raprasontativas of 
tha Ohio SEA, tha Aaarican Hadical Association's DASH- funded 
Youth HIV Education Project, and private industry, which is 
interested in providing private sector funding Vo conmunity- 
based organizations. 

o Safe Choices will provide throm intensive training 
conferences in Virginia this fall to groups convened through 
the Virginia Depart&ent of Education for public and private 
agencies. 

However, these collaborative relationships need to be expanded 
and DASH should continue to require SEAs and local educational 
agencies (LEAs) to work more closely with communltv-based youth- 
serving agencies. Sone SEAs and LEAs still lacK expertise in 
reaching out-of -school youth. DASH should use its six national 
organizations serving these youth to provide technical assistance 
to SEAs and LEAs. 

naoom tArYat i o&s 

o The Centers for Disease Control's HZV prevention efforts 
targeted at out-of-sohool youth jihould oontinue to be 
coordinated by the Division of Adolescent and school Health. 

o DASH should continue to require SBAs and LEAs to work with 
ooaaunity-based agencies in reaob^&n out-of-sohool youth. 

o DASH should increase funding to national organisations (that 
work with constituencies serving out-o£-sohool youth) to 
enable tha» to provide »ore oovprehensive technical 
aflftistanoe to SKtlS and LBAs. 

These historic partnerships will ultimately benefit out-of- 
school youth through teaching those who are already working with 
theu how to become HIV prevention educ-^tors and oy teaching 
educators the needs of these youth andt how to best reach then. 
Under the Federal Government's lea(2ership through the irograms of 
the Division of Adolesconi: and School Health, cososunities are 
finally banding together to .address the myriad problems facing 
high-risk youth and their fanilies. DASH*s efforts should be 
continued and strengthened. 
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Amekican Mei l association 



OmSOIOrHCAiTH 



Apnl 9. 1990 



OC^AKTIiCKTOr AOOCCSCtMT MtALTX 
OntX* 



Judith Scndcrowiiz 
Tccnf. for AIDS PrcvcniK^n (TAP) 
Center for Populiiion Opiions(CPO) 
1012 14ih Street. NW . Suite 1200 
Wuhirjgton, DC 20005 

Dear Judith: 



Congratulitions on betng selceted to recede an award in the AMA 
Nattonal Congress on AdoU cnt Health Awards Program* We lud 
nominations from many exeeiient programs and outstanding individuals 
this year, and you arc certainly among a jcleci group of iho« our 
reviewers ehose for us to reco^nuc. I would like to first clanfy what our 
recognized programs and individuals can expect and begin to male 
arranged cms for you to receive your recsgniiion 

Thr swird pUquts ind cer.ificr.cj cf jzcva fo: honorable nt.r.icnj vi'l 
be given out ai a special reception at the AMA National Congress on 
Adolescent Health in W*ihington. DC on Fnday. May M. 1990 The 
reception will be from 5.00 . 7:30PM, Wc hope ihal a representative of 
your program can be present to r-tccivc the awar<J and share your ^vork 
through s poster display Confgff^c; rcyitiraunn ic es have hccn 
waived for ong pef^op from each piCgram receiving an award or 
honorab>c mention Rcgiyiraiion maicnaU foti hoih ihc cnnfr^cncc unci 

the hPICl afC rnflft^Cd PIcatc 5cnHjhc5C in at v>on pott,h| r Award 

wtnncrs will receive a cheek for $600 at the reception to defray costs of 
attending the ':onfcrencc 

The -ncloscd 1990 AMA PoMcr Set'»nn/Award^ Pfctcni:^i|pn Plamuny 
r^fP I'^is the title of your progrim as it will appear on your 
plaquc/ccrliricaic Plcafc read this over and male any cnffcriion^ 
needed Since plaques and ccniricaies muti be oidcrcu }>oon. Kell> Koski. 
our Administrative Assisianl. will call to check on needed corrections 

All award wmnc's and persons receiving honorable meniions arc 
inviicd to crcaic a poster display dcscnbing their work The poMCr 
displays will be presented during the reception and will be available for 
conference participants to review the following morning as uell You 
will have a six foo' table and a four foot by eight foot coikboard lo 
display materials dcscnbing your work Tlic Planning Fofin aUo a\k$ 
about your clectrital needs for your display Pfeavc tct Kcllv tnnu anv 
ckcinc^l QUttcK or eoumrpfpi nccdrd for ihr ditnbx whrn tttc olU 
P ease note iherc is a charge for vidcorccordcrs and slide projeiiors 
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Msicfblt for the potier di^Uyi oc Mpf>cd to ihc hold ahead of time. A 

thlpplts libel for the botci which lists yo«r ublc number Is enclosed. The pDstt;^^ 
dl«>liv materiah he AInnrd in tkr hm^] vl, j^dav HPS hv Mav ^ If a 

fcprcMft^aUve ttom ywir pro^rim cannot attend the Conprexs. you may ship 
wucrials to be displayed ai the Oon^rcu. Our tuTT wiU cnsorc that these arc 
displayed and rcttthied to you. 

la addition to tbcae arranpmcnu. we will be scadin^ you a sample press release to 
oao In i.^onnlttt the media abo«a yogr recopUtlon. The press release «riil have 
si>aces for yon to Lr*n yo«r own ladivldiMl'infonnsUoQ. lo prcviottS yca«> many 
local a«d rcflooal staio media featured stories on recognised proffams. A 
P^ognpkcr M the rcceptloo will take a picwrc of each pcnon receiving a 
rccofniuor. These plctwes will be scat to yoo to use In laicr paykity releases. We 
are also planniac to distribute Information on our honored programs, and Individuals 
through various AMA media. Ponlons of the awards ptescnwion will be featured on 
AM Television which airs on ihc Discovery channel. Several programs and 
Individuals will btf featured to Tertet 2000 a newsletter sent to AJOOO bcalih 
professionals acrou the \JS, Abstrw of the recognized programs and Individuals 
will also be publishes u a booklet to be distribu I to persons requesting information 
on adolescent health programs from the AMA. 

If you have any questions about these arruigcmcnts, please call me or Kitlly Koski at 
(312) 645-5575. I tool forward to talking with you and hope to meet 'you at the 
Congrtss. 

With Warm Rcctids. 




Awards Program Director 



k 135 



131 



CORPORATION FUR PUBLIC BROAIX^ASTING 



Donald E. Udwig 

Pmuknt and 

Chief Executive Officer 

Hay 18, i990 



The Honorable John Glenn 
Chalrwan 

Coonittce on Governoental Affairs 
United States Senate 
Washington, D.C. 20S10 

Dear Kr. Chaiman: 

It has come to ii^ attention that the Coanittee on Governmental Affairs 
held a hearing on Hay 3, 1990, on the topic of AtDS education of 
school -agv»d youth. I would like to offer for inclusion in the hearing 
record * brief description of one effort by the Corporation fur P««blic 
Broadcasting iCPB) to apply its own experiences and resources to this 
particular Usue. 

CPB <n ^ nonprofit, nongovemnental corporation authorized by the 
Pubhc Broadcasting Act of 1967 to facilitate the de/elopaent and 
distribution of high-quality public service programing to all 
Anericans. Since its inception, it has been a priority of CPB*s to 
sake public broadcasting programing available to those unscrve/t and 
underserved by other ;>roadcast services. As one example, CPB is well 
known for its leadership in identifying and supporting educational 
programs and materials. 

last year, the Corporation and the Public Television Outreach 
Alliance, which works with cos3B>unii;^s on «ajor social issues such as 
AIDS, literacy, and child care, spcniored a nationwide High School 
AIDS Education Video Contest. Stude;its were asked to produce videos 
that would provide the facts about AIDS ^o their fellow teens. Clips 
fr a the winning videos and other entries were incorporated into a 
longer AIDS education video whicn is n/^ being used in the schools as 
part of a cooprehensive AIDS education effort. 

The final product is a 25-Binute video entitled Stop AIDS! , consisting 
of nine student videos of varying lengths and styles, ranging froa 
lighthearted skits and dramatizations to an eootional look at the 
impact of AIDS on a teenager who has lost a friend to the diseise. 
Students use contvoporary theses to creatively broach a difficult 
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Th« Hmrtbid John filtnn ' , . 

Page two , < , 

AIDS to fellow students. The video Is ecccipMfed by 4 teacher's • 
guide end can act as a catalyst for classrocs discuulon of^tbe. 

suoject* , i " 

Thus far, 3,500 copies of the video h^k been distributed to.pubir^ 

Sj^Si^JlM^'^M* Mtioimide. Je9iefi.U^of tbe^vld^^ 
iSti "^^^T^^*^ ^ progrew as^an exan)le:of AlOS.education 
tactics in the teenage coMw^f^, ^ ^. . -^^^.^ 

f>ubl1c broadcasting has played, aj.d can continue to pliy^an i»ortant 
role in educating our youth ab-tt aany of the Mjor sc^iaVproSleiK 
facing the tCation todjy. As yu^ continue to take.»neade«h1p role in 
this critical Issue, I urge you to consider CPB and public 
broadcasting as a foundation that this coMlttee can bu11<J upon for a 
better infonwd AMerica. ^ 

Sincerely, 



Donald Udnig \ 
President and ^ 
Chief Executive Officer 
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: /E S T A B L I S H E D 19 7 4 



Kay I, 1990 

^Ortw Deborah Cohen 

''^SSr Staff to United States Senate 

Conittee on Govemxental Affairs 

340 Dirksen 

vrashington, D.C. 205X0-6250 
Dear Ms. Cohen: 

Tbmhoid Thank you for the opportxinity to provide written testinony 

to the Senate Coaaittee on Govenwental A' ."airs. I a» happy 
to provide inforsation regarding YouthCare's work with 
HIV/AIDS education efforts, particularly the work we do in 
partnership with CDC. 

CDC '8 work, in conjunction with youth service agencies 
*^***°* throughout the nation, baa been very positive and wich 
needed, however, ve have only begun the huge task of 
educating youth at risk of HIV infection. 

I cannot urge the cossittee strongly enough to expand its 
efforts on behalf of youth in crisis throughout our country. 



Outnach 



Please do not hesitate to contact se if I can provide 
anything further to the coaccaittee. 




Sincerel* 



Victoria A. Uagner 
Executive Director 



enclosures 



Strhoa 



VW/KAN/testai ySOl 
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Thank you for inviting my testioony regarding HIV and 
adolescents. Of all the issues facing runaway, homeless and 
high risk adolescents, AIDS is among the most critical. Due 
to the deadly nature of this virus and the risk it presents 
to young people, YouthCare has made AIDS Prevention 
programming a top priority in our service delivery system. 

YouthCare has worked with runaway, homeless and abandoned 
youth since 1974. Through a collaborative HRSA Pediatric 
AIDS grant with Seattle-King County Public Health in 1988, 
the agency received funding to provide HIV/AIDS prevention 
education to high risk youth and develop an Adolescent 
Health Promotion Program. This program serves incarcerated 
youth, youth in drug/alcohol treatment programs, y6uth in 
runaway shelters and those youth living on the street. The 
program staff reach between two and three hundred youth per 
month. The youth range in age from 10 to 19 (median 16.2); 
44t are youth of color; 50% are white (6% unknown). A 1987 
survey of 250 of these youth indicated that 91% were 
sexually active and 83% had used drugs and/or alcohol in the 
past 6 months. Twenty one percent had used IV drugs and 65% 
of these reported sharing needles, of the youth who shared 
needles, 2/3 reported "usually or always" cleaning their 
needles, but only 1/3 cleaned with bleach. These statistics 
clearly indicate that these youth are at high risk of HIV 
infection and require effective HIV/AIDS prevention 
sossages . 
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In 1989 YouthCare, again through collaborative efforts with 



Seattle-King County Health Department, was awarded funds 
through the Robert Wood Johnson Foundation to furt r expand 
AIDS prevention progranuning. A major component of this 
program is a three part HIV/AIDS curriculum for youth. The 
curriculum's first segment includes a basic discussion of 
HIV/AIDS, an audience appropriate video presentation, condom 
demonstration, needle cleaning demonstration and description 
of risky behaviors and how to modify them. The second 
segment is a meeting with a person living with AIDS or ARC. 
The third segment is an activities group with poster making, 
writing a letter to the PWA and responding to any issues the 
youth may have. 

The current evaluation method for this program is a pre and 
post session test administered to tne youth. The evaluation 
has shown a marked improvement in HIV/AIDS knowledge after 
program completion and youth indicate that they intend to 
engage in safer behaviors. 

Other services through this funding include peei theater 
project and the producvion of youtli targeted materials 
(posters, brochures). In addition we have de/eloped a Teen 
AIDS Prevention Education (T.A.P.E.) training for youth 
service providers which offers a practical, skills-building 
course to address risk reduction activities for adolescents. 
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This course is currently being evaluated by the University 
of Washington School of Social Work. Among other findings, 
initial evaluation results have shown that those who 
received the training have provided HIV/AIDS education to 
over 1,500 youth in the first year. 

The final portion of Youthcare's Adolescent Health Promotion 
Program comes through a CDC funded project. This is part of 
a larger CDC demonstration project to the Seattle-King 
County Health Department that has been in operation since 
1985. This program continues the community based 
demonstration project focusing on three hard-to-reach risk 
groups in need of HIV/AIDS information. YouthCare's 
participation in the demonstration ^ocuaes on street youth 
at high risk for HIV infection. 

YouthCare, under this CDC contract, is conducting an 
ethnographic survey of street youth to develop a specific 
HIV/AIDS intervention for that population. YouthCare is 
conducting a series of interviews with those agencies and 
individuals that interact with street vouth. Interviews 
range from executive directors of youth shelters to 
youthworkers to video arcade owners t.o those who pimp or 
otherwise rxploit at risk youth, once we know more about 
wnere these youth' are, they are interviewed about how they 
and their paers get information about AIDS and what methods 
•^ould more effective. Focus groups will also be conducted 
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to get comments regarding the specific kinds of AIDS/HIV 
information this population needs and wants. 

An intervention plan will be developed from these interviews 
in conjunction with the staff from CDC and used at several 
sites. Finally cross sectional surveys of street youth will 
be done to see if youth have been impacted by this process. 
Over 100 youth will be involved in the research and another 
2,500 will receive the intervention over the course of the 
contract. 

At the end of each series of interviews a report is compiled 
and reviewed by CDC staff. Additionally we have had several 
meetings, conference calls and consultations with CDC and 
their contractors. 

Altho ^ i only in the beginning stages the project has so far 
identified ten different subsets vithin the street youth 
population. Due to past educational efforts these youth 
have been found to have a high degree of knowledge regarding 
HIV/ AIDS, however numerous reasons have also been identified 
by those interviewed as to why youth fail to use safer 
practices. An abbreviated list includes: adolescent- 
invincibility* youth think condoms don't work or are 
unnatural; because they are in a relationship they can't get 
AIDS; self er'-eem issues inhibit them from being asi^^ "ive; 
lack of skill regarding condom usage; peer pressure 
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regarding drug use; the use of sex for survival; getting 
more money to have sex without a condom; lack of 
discipline/responsibility; a fear of discussing sexjuality; 
tendencies toward rebellion/self destruction; condoms are 
perceived as a threat to masculinity; young women want to be 
pregnant; youth are unable to access condoms; and the list 
goes on. 



i It is clear that we need to find and axplore new and 

r 

' innovative ways to promote safer practices with the 

• adolescent population. It is only l-hrough federal resources 

♦ t^at wc will be able to find and disseminate thc^e methods 
J nationwide. Although the statistical incidence of HIV is 

\ low in adolescents we are all aware of the dramatic increase 

I in a diagnosis of HIV infection in the ?.0 to 29 age brocket. 

Given the incubation period for the HIV virus, many are 

^ contracting the disease in their adolescence. 



The information and education CDC, through it's contracting 
agencies, provides today, is critical to ensure and 
safet^us'Tu the health and well being of these young people as 
they move into adulthood. I urge meBil)ers of this committee 
to make funding and programming f c^r HIV risk reduction a CDC 
priority for the adolescent population. Without additional 
resources, existing programming is a singular and temporary 
splint holding together a fractured health care system. 



Submitted April 30, 1990 by: 

victoria A. Wagner 
Executive Director 
YouthCare 
1020 Virginia 

Seattle, Washington 98101 
206-622-3187 
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Principal Tiives^iqtit9r^ Mary Jane RotheraD-Borus, Ph.D. 

B£S£fiESllfi3:Si Cheryl KoopMan, Ph.D. 

Clara Haignere, Ph.D»« 
Hector Bird, M.D. 



Presented at the Aserican Acadeay of Child and Adolescent 
Psychiatry Annual Meeting - October, 1989 - New York 



140 

ABSTRACT 



This Study evaluated the effects of an AIDS prevention 
Intervention targeting runaways and gay adolescents. 
Thirty-nine Intervention group runaways, 33 Intervention 
group 9ay males, and 62 control group runaways and gay 
males participated In this study. General knowledge about 
AIDS, attitudes towards preventing AIDS, and safer sex 
practice (abstinence, number of sexual partners, number of 
sexual encounters, condom use) were assessed In an 
individuaiiy-administered clinical Interview using a 
structured protocal. The intervention was provided at one 
of the runaway shelters and at the community program for 
gay and lesbian youth.The ten session intervention • 
Included four components:. General knowledge about AIDS, 
attitudes toward preventing AIDS, coping skills and - 
developing access to comprehensive health services. 
Contr. . group subjects received only a 2-3 session "state- 
of the art" AIDS prevention program. Adolescents were 
tracked with f oliowup Interviews administered at three 
and six months after baseline Interviews. Preliminary 
analysis of the results suggests that there are signlfic ant 
differences between the Intervention and control groups at 
3-months and 6-months on several sex risk behavior 
variables. The most Important effect of the intervention 
may be to reduce the number of youths engaging in a high 
risk pattern of infrequent condom use In conjunction with 
many sexual occasions or multiple partners. 
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We have been evaluating a control grou^ and a group of 
runaway and gay youths at three community- based service 
agencies In New York City over the last year. Each of the 
youths receiving the intervention have received at least 
ten sessions of 1 1/2 to 2 hours each. The sexual behavior 
patterns of these youths are assessed prior to the 
Intervention and at three month Intervals. To date we have 
analysed the data for 6;^youths In the control group for 
three aid six months. There are 37 youths who have 
completed the Intervention whom we h^ve followed for six 
months. 

Safer sex practices (abstinence, number of sexual partners 
and encounters, condom use) were assessed with the 
Sexual Risk Behavior Assessment Schedule- Youth Baseline 
Interview (Meyer-Bahlburg. Ehrhardt, Exner,& Gruen,1988). 



Adolescents were consecutively recruited Into the study 
from two runaway shelters and a community program for 
gay and lesbian youth. Runaways were recruited if they 
remained in the shelter for a minimum of 48 hours. 
Informed consent was obtained from each youth before 
beginning data collectlon.^Data were collected by trained 
interviewers In an individually-administered, cllniCdl 
interview using a structured protocol. The Intervention 
was provided at one of the runaway shelters and at the 
community program for gay and lesbian youth. The ten 
session intervention includedfour components: general 
knowledge about AIDS, attitudes toward preventing AIDS, 
coping skills, and developing access to comprehensive 
health care services. Control group subjects received only 
a 2-3 session "state of the art" AIDS prevention program. 
Adolescents are being tracked with follpwup Interviews 
administered at three months after baseline Interviews. 
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1) Sexual abstinence is higher after the first three 
months In tne Interventicn group (19% of controls versus 
54% of the Intervention group). This impact is gone at 
six months (36% of controls and 38% of the Intervention). 

2) The numl>er of youths engaging In a ''high risk pattern" 
{l.e. Infrequent condom use, multiple sexual partners and 
frequent occasions of sexual Intercourse) Is lower in the 
Intervention group than In the control.group. There were 
eight youths In the control group with such a pattern and 
one In the intervention group after six months. 

3) The number of youths reporting consistent condom 
use among the intervention group (7 of 18 sexually 
active youths) at three months; 8 of16 at six months) 
appears higher than the number In the control group (8 of 
41 sexually active youths at three months; 6 of 40 
sexually active youths at six months). 

4) Males, both runaway and gay, appear to be engaging in 
the "high risl< pattern" more than females. Eight of the 9 
exhibiting the "high rir k pattern" were males, 4 of whom 
self-identified as gay. In the control group, there were 

nc male runaways reporting consistent condom use at 
three and six months, even though there were 14% at the 
baseline. 



We emphasize that these results are preliminary and 
more youths will soon be reaching the follow-up points. 
We do feel encouraged when examining these findings 
that the intervention may ove. time demonstrate a ^ 
positive impact. 



o 147 
ERIC 



FOUR COMPONENTS OF THE PREVENTION PROGRAM 



I. General Knowledge of AIDS 

II. Personalized Knowledge of AIDS 

III. Coping Skills 

IV. Access to Resources 

■ , . 



REVISED STUDY DESIGN 
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Runaway Runaway Gay 

males females males 



JL 2 V 



Intervention 75 75 

(n=25 ) (n=40 ) (n=30 ) 

Control 75 75 75 

(n=60 ) ^ , (n=65 ) (n=50 ^ 
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INTERVENTION CRITERIA 

4 Coping skills training groups 

3 Educational groups 

2 Visits to the Door 

1 Individual scission 



10 Total # of sessions 

I5u 



DEMOGRAPHICS 



Runaway Runaway Gay Overall 

males females males 

(n=66) (n=65) (n=60) (n=191) 

Age (mean) 15.9 15.7 16.7 16.0 

Ethnicity 

Black 63.6% 63.0% 33.3% 53.9% 

Hispanic 25.8% 26.1% 53.3% 34.5?^: 

White/Asian 4.5% 3.1% 8.3% 5.7% 

1 5 ' 

Bi-racial 6.1% 7.7% 3.3% 4.2% 
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• Soxual actlvMy Includes oral, anal, and vaginal Intercourse; rimming lor gay mates 
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FREQ JENCY OF SEXUAL BEHAVIOR 
DURING THE LAST 3 MONTHS 



Runaway Runaway Gay Overall 

males females males 

(n=66) {n=65) (n=60) (n=:19l) 



Mean number of 

preferred partners 4.8 1.7 4.1 2.7 

Mean number of 
occassions with 

preferred partners 14.6 8.8 22.8 13.2 

Bi-sexual 1 5 v> 

activity 11.9% 14.3% 3\2% 19.2% 



CONDOM USE DURING THE LAST 3 MONTHS 
AMONG THE SEXUALLY ACTIVE 



Runaway Runaway Gay Overall 

males females males 

(n=66) (n=65) (n=60) (n^l91) 

Never used 

condoms 38% 63% 44% 47% 
Consistently 

use condoms 13% 15% 15% 14% 



TEMPORARY INCREAf^E IN ABSTINENCE 




Control Group ^intervention Group 

{n=90) (n=45) 
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CONDOM USE INCREASES 




•NTERVENTION REDUCES HIGH RISK PATTERN 




SEXUALLY ABSTINENT RUNAWAY FEMALES 




MEAN CONDOM USE SCORE OF 
SEXUALLY ACTIVE RUNAWAY FEMALES 




Control Group Intervention Group 
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RISK STATUS VARIABLES 

RISK STATUS 1 

Sexual Occasfons andiCondom Use 

0: Sexually abstinent 

1: Frequent condom use and 1-10 occasions 

2: Frequent condom use and over 10 occasions 

3: Infrequent condom use and 1-10 occasions 

4: Infrequent condom use end over 10 occasions 
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RISK STATUS 2 

Sexual Partners and Condom Use 

0: Sexually abstinent 

1: Frequent condom use and 1-2 partners 

2: Frequent condom use and 3+ partners 

3: infrequent condom use and 1-2 partners 

4: Infrequent condom use and 3-i- partners 
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I 



09 
O 



High 



Medium 2 



1 



Low 0 
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MEAN RISK STATUS 1 




Ib'C 



High 



Medium 



Low 



MEAN RISK STATUS 2 



Baseline 

3 Month Followup 
6 Month FoiiowuD 



(1 9) 




(1.6) 




Control Group Intervention Group 

(n = 109) It-vJ (n = 64) 
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OFRCE OF INSPECTOR GENERAL 



The mission of the Office of Inspector General (OIG) is to promote the effidency, 
effectiveness, and integrity of programs in the United States Department of Health 
and Human Services (HHS). It docs this by developing methods to detect and 
prevent fraud, waste, and abuse. Created by statute in 1976, the OfGcc of Inspector 
General keeps both the Secretary and the G>ngrcss fully and currently informed 
about programs or management problems and recommends corrective action. The 
OIG performs its mission by conducting audits, investigations, and .-pections with 
approximately 1,400 staff strategically located around the country. 



This report is produced by the Office of Evaluation and Inspections (OEFl, one of 
the three major offices within the OIG. The other two arc t^e Office o» Audi: 
Services and the Office of Investigations. Inspeaions are conducted in accordance 
with professional standards developed by OEI. These inspections are typically short- 
term studies designed to det-rmine program cffeaiveness, efficiency, and vulnerabihty 
to fraud or abuse. 

The purpose of this inspection is to determine the scope and nature of the problem 
of HIV infection among street youth. It provides an overview of the vanous issues 
presented by the epidemic, an understanding of how those issues arc being 
addressed, and a set of recommendations for future action. The report was 
prepared under the direction of Mark R. Yessian, Ph.D., Regional Inspector General 
of Region I, Office of Zvaluation and Inspections, and Martha B. Kvaal, Deputy 
Regional Inrpector Genera!, Participaung m this project were the following people: 

Boston Region HeacSquarters 

Mary Ann Chaffee (Project Leader) Alan S. Levine 

Joyce M. Greenieaf 

Christine N. Owens 

David Schrag 

Charles Vann 

Beth Rubin 

Elizabeth A. Wirick 

Eleanor M. Ellis 



OmCE OF EVALUATION AND INSPEOHONS 
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DRAFT 



HIV INFECTION AMONG STREET YOUTH 



RICHARD P. KUSSEROW 
INSPECTOR GB4ERAL 



NOrnCE - DRAFT RESTRCTHD TO OmC^ 

This document ii a draft report of tke Office of Inspector General and is subject to revision: 
therefore, reaptnts of this draft should not disclose its contents for purposa other than for 
offidal review and comment urJer. c^y circumstances. Tha draft and all cc^nes thereof remam 
ih? property of, and must be resumed on demand so, the Office of Jrjpecsor General 
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EXRCmiVE SUMMARY 



PimPOSE 



The purpose of this inspection is to detennine the scope and nature of the problem 
of HiV infection among street youtI< and of the services that address the problem. 

BACKGROUND 

AIDS is a major threat to adolescents. Although very few teenagers have developed 
AIDS, the number of 20- to 29-year-olds with AIDS suggests a high level of HIV 
infection (which causes AIDS) among teenagers. Some adolescents seem to be in 
more danger than others. They are "street youth " who have diverged from society's 
mainstream and have fallen through the safety net. Unwerstanding the impact and 
future threat of HIV among street >\;uth is critical tor two reasons. First, recent 
medical developments in preventive AIDS therapies have made the early 
identification of infected street youth crucial for improving their chances of long-term 
survivaL Second, a large number of street youth are fortunate enough to get off the 
streets. They may unknowingly bring the virus with them as they return to 
mainstream society. Preventing the spread of HIV among strevst youth thus becomes 
equivalent to preventing the spread of HIV among the general population. 

RNDINGS 

Bodt fkc risk Qjui current rate of HIV infect, are almost certaiiuy higher among street 
youth than among adolescents in general 

Thousand jf young people have been infected and street youth are m particular 



High infection rates among street youth are a predictable consequeri • of the 
risky behaviors thai constitute their lifutyle. 

Special needs of street youth comprxmiisi }. prevention, tesdng, and treartnent efforts. 

Prevention: Basic survive \ needs of street youth c erwhe! n education efforts 
aimed at reducii!g high-i;:k bchav or. 

Testing: Y'^uth workers often ^--tsitatc to test street youth for HiV because of 
the lack oi nrop."' counseling ^nd available follow-up services. 

TreatTient: Trad.tional medical institutions arid street youth don't mu. 



danger. 
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Th£ against HIV tmiong s{K*t youth suff^ behavior 
diange models, seroprevalcnce, and treatment protocols. 

Behavior cbange models: Researchers and providers lade both basic tnfoimation 
on street youths' sexual behavior and models for curtailing unsafe sex ^d drug 
use. 

Seroprcvalencc: Because of ii^ufficient data, attention and money may not be 
invested where they are most needed. 

Treatmcut protocols: Manifestation of HP' "'isease in adoles :nts is an 
\mderstudied phsnomenon. 

At the local level, ccicgorical requirements and fragmented program structures weaken 
sendee delivery for street youth with or at risk of HIV infection. 

Even when a range of services is offered, categorical requirements arjd other 
access barriers frequently render those services inaccessible to street youth. 

Fragmcniation of funding sources and different ideological app'^^aches imfXJse 
serious barriers to service delivery. 

At the Federal level, the overall response tc 'he problem of Hiy infection among street 
joulh is inadequately focused and coordbiated 

The breach in coordmation has especially severe ramifications for efforts 
involving HIV and st:t ct youth. 

Street youth at risk of HIV infection seem to attract compr.rdiivcly little 
attention from the Department, the pubhc, traditional youth advocatrs, and 
Congress. 

RECOMMENDATIONS 

The Public Health Sennce 

The Pubhc Health Semce, through the Centers for Disease Control, should conduct 
additional seroprevaltnce research to measure the Scopc of "he epidemic among 
strcc? youth. 

Ttit Public Health Service shou.w collect baseline data on the sexual bcha nor 
patterns of street youth. 
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The Public Health Service, through th- Alcohol, Drug Abuse, and Mental He&lth 
Adrainistration, should conduct research on behavior change strategics designed to 
reduce the risk of HIV infection among street youth. 

Th." Public Health Service should conduct research on the manucstation of HIV 
infection in ado'zscents and develop appropriate climcal protocols for treating youth 
who are infected. 

The Ogice of Human Devdopmaii Services and the Public Heahh Service 

The OfOcc of Human Dcvelopnent Services, in collaboration with 
the Public Health Service, should design and implement a itrategy to euro HIV 
infection among street youth in five cities with large populations of street youth and 
high rates of HIV infection. 
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INTRODUCTION 



PURPOSE 



The purpose of »his inspection is to determine the scope and nature of the problem 
of HIV infection among street youth and of the services that address the problem. 

BACKGROUND 

Acquired inmunodrnciency syndrome (AIDS) is a major threat to adolescents. 
Although only 513 people aged 13-19 have been diagnosed with AIDS\ this figure 
diCsticilly understates the level of human immunodeficiency virus (HIV) infection, 
which causes AIDS. The median inc bation period Tor HIV appears to be about 10 
years, and may be longer for adolesct*».s than for adults.' This means that only 
those teenagers who were infected very young or who progressed from infection to 
AIDS very quickly arc included in those 513 cases. Most people infected as 
teenagers will not develop AIDS before adulthood. 

The number of AIDS cases reported in young adults provides a more accurate 
picture of the HIV epidemic among ac jlescents. Since 1981, 26,870 cases of AIDS 
havi been diagnosed among 20^ to 29-year-olds.' This group, many of whom must 
have been infected as teenagers, represents 20.3 percent of all AIDS cases reported 
to the CDC since the epidemic began. Compared to their older counterparts, 13- to 
29.year-olds with AIDS are less likely to be white or mz\c\ meaning that the virus is 
spreading particularly fast outside the "traditional" risk group of white gay men. The 
proble.-^ IS getting worse rather than better over time. More than 25 percent of all 
13- to 29-year-olds who have developed AIDS were diagnosed in the last year. 

Some adolescents seem to be ai highei risk than ethers. These youth arc the ones 
who have become displaced from society's mainstream and have fallen through the 
safety net. They arc referred to as "disconnected," "disenfranchised," or 
"marginabzed " Generally out of home, out of school, and out of work, they spend 
their days lOoking for food, shciter, recreation, and money r n our urban streets. 
They revolve through our system of juvenile courts and jailj, mc ;tal health facilities, 
foster care homes, and rxinaway shelters Ve refer to this group as "street youth.' 

Street youth lead trout 'ed lives Data from runaway and homeless shelters indicate 
high rates among this populat on of physical and ^cxual abuj^e, emotional distvrbancr 
including dep-ession and suicide attempts, and illegal drug use.^ These problems can 
be either the cause or the result of life on the streets. 

Our dcfir tional bouncaries of street youth are intentionally fluid. Suict afe limits 
are und irat*V U::au-e, unlike adolescents in stable residential and educational 
emiror-ients, street youth are likely to have peers, sexual contacts, and needle 
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sharing partners who arc older than the traditional cutoff ages of 18 or 21. 
Definitions based on behaviors are equally problematic because of the variety of 
living arrangements and life histories among this population. For example, only a 
small percentage of street youth visit runaway shelters. A definition based on such 
visits would bar from consideration other youth m equally unfortunate situations and 
at equal risk for HIV mf-^ctio*^ For purposes of this report, therefore, "street youth" 
refers to those adolescents and young adults who find their primary support systems 
and social structures jn city streets rather than at home or in school. 

The lack of firm mclusion criteria makes estimating the size of th^ street youth 
population difficult. However, all people who meet the Federal definition of 
homeless youth, and many who meet the Federal definition of runaway youth, could 
be considered street youth.* Estin-jates of th* number of youth permanently on the 
streets fall between 100,000 and 300,000, with as many as 1,000,000 to 2,000,000 
running away from home each year.' 

Understandmg the impact and future threat of HIV amonc strc t youth is critical for 
two reasons. First, recent medical developments m preventive JDS therapies have 
made the early identification of inf-rcted street youth crucial fc improving their 
chances of long-term survival. Second, a large number of street youth are fortunate 
enough to get off the streets. They may unknowingly bring the vims with them as 
they return to mainstream society. Preventing the spread of rilV among street youth 
thus becomes equivalent to preventing the spread of HIV among the general 
population. 

Several operating divisions of the Department of Health and Human Services 
(DHHS) oversee activities relating to HIV anu adolescents. The list includes the 
Office of Human Development Services (OHDS) and virtually every component of 
the Public Health Service (PHSj. the Alcohol, Dn-g Abuse, and Mental Health 
Admmistration (ADAMHA), the Centers for Disease Control (CDC), the Health 
Resources and Services Administration (HRSA), the Indian Health Service (IHS), 
the National Institutes of Health (NIH), and the Office of Assistant Secretary for 
Health (OASH;. All of the-- agencies except NIH and IHS target street youth 
specifically. 

For instance, the j national Institute of Mental Health, withm AD AMR' '> fundmg 
research on the prevention and epidemiolog> of HIV a^rr street youth. T},e 
OHDS provides technical and f.nancial assistance to loca! agencies providing services 
to street youth thrt Jgh tl.e Runavca) and Homeless Youth Prog-am and th'^ 
Transitional Living Program. A more detailed description of Federal activ. .es 
relating to HIV and street youth will be contained in a separate report. 
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METHODOLOGY 

The methodology for this study is txwtd on Mterature searches and interviews. The 
mtervio^-s consisted of: (1) formal telephone discmsicns with reprcscnUtivcs of 13 
national and 2 local organizations working on issues related to either adolescents, or 
HIV; (2) formal telephone discussions with stai/ from 20 providers of health care 
and social serviccs.to street youth, representing the two providen serving the ^most 
street youth in each DHHS region of the countiy, (3) site visits to 3 additional 
service providers; (4) formal telephone and in-pcrson discussions with 15J)HHS 
officials invoked in adolescent or HIV-related research or prpgrammiig; and (5) 
supplemental discussions with several researchers, doctors, and government officials. 
In addition, we requested aiid received written L'iorraation from several components 
cf DHHS documenting their efforts relating to HIV and street youth. A mor^ 
complete explanation 0^ the methodology is contained in appendix A, 
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BOTH THE RISK AND CURREhiT RATE OF HIV INFECTION ARE ALWOST 
CERTAINLY HIGHER AMONG STREET YOLTTH THAN AMONG ADOLESCENTS IN 
GENERAL 

Thousands of young people have been infected and street youtK are in partiadar danger. 

Data on seroprcvalcncc (the prevalence of HIV infection in a given population) 
among some groups of you'.h are collected by three Federal agencies; 'he Centers for 
Disease Control (CDC), the Department of defense (DoD)» and the Job Corps, all 
of which conduci HIV antibody testing The CDCs best estimate is that 74,550 
young people between the ages of 13 and 24 are currently infected, including those 
with AIDS. This is a rate of 1.8/1,000.' The rate varies fourfold bctwicn 
demographic groups, frcvn 0.8,1,000 for fcmdles both 13-18 and 19-24 to 4.1/1,000 for 
19- to 24-year-old males. 

Results from other CDC studies and from DoD and Job Corps samples suggest that 
Sxrroprevaiencc van greatly according to geographic and demographic boundaries, 
Aath poo urban youth hit hardest by HIV. Some of th** results from thc^e testing 
programs are displaved m appendix B. From the DoD sample, it is clear that black 
and Hispanic males have become infected at far higher rates than mihtary recruit, m 
general. The Job Corps data show that HIV is spreading most rapidly in a few 
metropolitan areas. Additional data from CDC reveal that specific, high-risk 
populations of urban youth face future devastation unless a cure for HIV disease is 
found in time. 

In our ONVTi survey of direct providers of services to street youth, we asked for 
estimates of seroprev^ icc among the client groups served. Three of the 
organizatMHS surveyed conduct th:.r own testing and track infection rates as a formal 
part of their program. The first is a youth shelter in a large southern city. Its 
clients arc being tested anonyinously, and are testing positive at a rate near 3C 1,000. 
The second is another ncndinical program located on the west coast which tests only 
those clients who request it. Staff of this program report an infection rate of 
110/1,000. The *hird is a clinical program that serves and tests high-nsk youth 
referred by other service providers in a 'arge east coast city. Over the p. st year, 30 
of the 95 youth referred to the program have tested positive, a rate f 315/1,000 

High infection rates among street youth are a pra" stable consequence of the ris^ ^ 
t chuviors that cons itiue their lifestyle. 

That man^ dolescents have already been infectiid with ^MV should net coir,, as a 
great shock. Teena^^-rs often become sexually active and begm ei-persmentir with 
drugs anj alcohol before they have developed the skills necessary 40 moderat<. luch 
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behavior. Over 60 percent of young Americans have sex before their 19th birthday. 
High rates of pregnancy and sexually transmitted diseases (STDs) indicate tha^ most 
teen intercourse is unprotected.'^ 

The behaviors that put street youth at risk for HIV infection are no different from 
behaviors that are risky for other adolescents, but are probably more frequent and 
occur in a different and riskier environment. Eighteen of the 23 service providers 
responding to our survey cited unprotected sex as the behavior most likely to place 
their clients at risk. Frequently mentioned contributing factors included sex with 
multiple partners, prostitution, and non-IV substance abuse." In general, providers 
believe that high risk sexual behavior is much more common among their clients than 
IV drug use. On average, respondents reported that slightly less than 8 percent of 
their clients engage in IV drug use. In contrast, 34 percent consistently engage in 
"survival sex," Le,, sex in exchange for a broad range of items, including shelter, food, 
clothing, money, or drugs.*^ 

In addition to behavior-related risks, physiological factors may further endanger 
adolescents. Researchers have noted that sexually ictive adolescents have higher 
rates of some STDs than do sexually active adults, suggesting that an adolescent's 
immunologic response to certain viruses may be weaker than that of an adult. One 
question under consideration by physicians is whether the factors that put adolescents 
at higher risk for STDs also affecU their resistance to HIV infection.*^ 

SPECIAL NEEDS OF STREET YOUTH COMPROMISE HIV PREVENTION. 
TESTING. AND TREATMENT EFFORTS. 

Pi-svauion: Bask siwival needs of street yomh overwhelm education efforts aimed at 
reducing high-risk behavior. 

Education has long been used as a primary public health prevention strategy. In the 
context cf HIV prevention, education efforts seem tc have led to pronounced 
chanfes in behavior among adult gay men." Among street youth, however, there is 
compelling evidence that education by itself is inadequate as a prevention technique. 

Nearly all providers we spoke with reported remarkably high levels of knowltdge 
among their clients about how to avoid HIV infection. Most have conducted tests of 
their clients* HIV knowledge beiore and after educational interventions. Estimates 
of the proportion of clients who now know which behaviors are risky ranged as high 
s 100 percent. Ten of 23 providers reported knowledir. rates of 90 percent or 
higher, with an overall '^verage of 81 percent. Nevertheless, providers consistemly 
reported that knowledge has little effect on behavior. As described above, 
unprotected sex witi, multiple partners remains a common practice among i ;r-t 
youth. 



,9^- 175 



171 



The reasons for this dissonance are complex and probably apply to most adolescents. 
But in th : case of street youth, barriers to behavior change are even more profound 
and intractable. Providers reported that the need for food, shelter, or drugs 
displaces knowledge and fear of HIV risks. As one provider stated, "It (HIV 
prevention] all flies out the window when they don't have a place to sleep.** As 
mentioned above, many street youth exchange sex for shelter or money, and we 
heard anecdotal evidence from providers in several cities that their clients are willing 
to p?> more for sex witnout condoms. Forced to choose between safer sex and a 
highci "paycheck," street youth often opt for the money. 

Without exception, the providers we talked with identified the shortage of accessible 
survival necessities such as housing, food, and drug treatment as a major 
impediment to successful prevention efforts. Only 2 of 23 providers surveyed 
brlieved that existing drug detoxification and rehabilitation services are adequate to 
meet clients* needs Research and advocacy organizations concuned with the 
providers* assessments, stressing the Tieed for basic social support services. 

In the absence of an adequate Sw^^ly of such basic services, most of these providers 
rely on prevention techniques that are not recognized as particularly effective, even 
by the those who employ them. Although all providers use pamphlets or other 
written materials anJ nearly all use educational videos, not one rated either of these 
methods as particularly effective for changing behavior or preventing infection. 

Beyond the barriers to changing a street youth*s behavior through education is 
another factor that is less frequently recognized but highly relevant to HIV 
prevention among this population that of general health status and its relationship to 
transmission. Researchers believe that HIV proliferates when the immune system is 
active, consequently, a you»^g person who is ill before she comes m co*4tact with the 
virus may be more likely to become infected.** Malnutrition and use of drugs 
(including alcohol and tobaccc) also compromise general health status,^* and there is 
conclusive evidence that lesious associated uith some STDs heighten the nsk of 
transmission. 

Health and mental health problems among street youth result from a numher of 
factors, in ludmg poor nutrition and hygt ne, as well as limited access to p ^ventive 
and primary health care service-. The relatively poor health statuf of most strec. 
youth has been well documented in a «tudy conducted under the auspices of the 
Health Care for the Homeless p'-oject. The project's findin^yS indicated that tl.c 
street youth studied were twice as likely to suffer from a chronic disease than a 
control group of ouih who were not homeless. Further, the percentage of om^less 
girls with STDs was over three imes that of th/ir non ^ oneles.-^ cuntfipar.. Vhis 
suggest: that the same behavior may place a ; et you*h at significantly greatc. risk 
of HIV infection tha her healthy C(> .terpc .\ho is living at h 
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Testing' Yoush workaz oficn hcsimte to (tst street youth for HIV bccauit of the lack of 
proper cowseling and ava/fabk foUow^p services. 

Recent findings'* about the ability of zidovudine (fo.-nerly AZT) to prolong the life 
of infected bu. as)Tnptomatic persons have important iitij/Iications for street youth. 
In order for youth to receWe such therapy, however, their serostatus {Le., whether or 
not they have been infected) must be determined through testing. 

Dc'.pite recognition of the potential value of early identification and ucatmcnt of 
infected youth, national orgd..izations and service providers are highly ambivalent 
about the issue of testing The source of this ambivalence is the inability of current 
testing sites to dca! with the special neeJs of street youth. Five respondents from 
research and advocacy organizations expressed serious doubts about HIV testmg 
because ;hcy questioned ihe resources available at or through test sites for youth 

learn they are infected Direct providers communicated ihe same concern. 13 
of 18 responding felt that existing test facilities are not equipped to deal with youth. 

By definition, street yOuih are without traditional social support networks tnat would 
facilitate access to counseling and other social services. Ideally, such services should 
be linked to the testing process, particularly when an infection is confirmed. In the 
absence of such support, a str??t youth may leam of her infection at a time when 
she has no place tc sleep, no connection with family, and no immediate prospects fox 
getting off the street. The counsel ng that accompanies HIV testing, therefore, must 
be tailored to recognize such circu.Tistances. 

So.ne providers reported suicidal ideation and actual suicide attempts to be common 
among street youth who Icam tnat they are seropositive. There is some evidence 
that even youth who attend school and presun:dbl> have stronger support s)-stems 
associate suicidi- with a positive HIV antibody test.'' One provider we mterviewcd 
has documented the incidence of thi: behaiio a-nong its clients who are seropositive. 
Over a two-year ocriod, 89 percent of tnese youth have either attempted suicide or 
engaged in unusual suicidal ideation Although the link between positive test results 
and suicid behavior is stili oe'rjg studied, anecdotal evidence such as this makes 
understandable the reluctance of some youth workers to recommend HIV testing for 
street youth. 

This IS not to say that providers unanimously oppose testing. Most either provide 
some testing services themselves or refer clients for testing at ^.nother sue. 
Nevenheles' every provider in th;.^ category reponed that the decision to test is 
made on a case-by-case basis A number mentioned the availability of medical and 
social servii. for an HIV-positive youth ai a primary factor m ^-»- iHimn^ the 
suitability of testing 
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Vtatmatx: Thidiiional medical insdmnons and street youth don't mix. 

The neglect and abuse suffered by street youth can make them distrustful and 
reluctant to engage in trcatnjeni. One researcher describes the difficuJaes homeless 
youth face in gaining access to services as follows: "Emotional problems b^.j drug 
abuse problems, often h combination, exacerbate the difficulties of engaging and 
assisting them. They may U openly rejecting of services, particularly those that are 
not easily accessible to them. Thus, they are easy to disregard and ignore. . . ."^o 

Street youth are unlikely to seek out traditional institutions for care, particularly $inc< 
many such programs actively reject them, considering them poor risks and too 
difficult tc manage.^* The direct service providers wc surveyed, most of whom work 
exclusively with street youth, deal with distrust and alienation by employing extensive 
outreach programs. Eighteen of 23 reported using outreach workers to locate and 
engage street youth in sernccs. But clinical care programs, many of which arc 
hospital-based, are less likely to deploy resources for street wwHers to find infected 
street youth and engage them in care. Many may not have the resources to conduct 
active follow-up with youth who do not keep appointments or have difficulty 
adhering to a prescribed treatment regimen. Every outreach worker wc interviewed 
described the problem of youth's alienation fro^ .»stitutional health care as critical 
in the overall HIV effort. 

THE rg: rr against hiv among street youth suffers from gaps in 

RESEARCH ON BEHAVIOR CHANGE MODELS. SEROPREVALENCE AND 
TREATMENfT PROTOCOLS. 

Behavior change models: Researchers ana providers lack both basic information on 
street youths' sezu^J behavior and models for curtailing i^nsafe sex and drug use. 

Gaps exist in two aieas of be ya\ research. The first is purely descriptive. 
Although a number of studies . _/e been conducted tc jsse.o the nature and 
frequency of youths* sexual behavior, many expcrs ag^ee tb there is limi'ed 
knowIedj;e about how teenagers decide to begin having sex and about the effects of 
family, school, and peer group experiences on sexual behavior.^ Given the lack of 
data on the sexual behavior of adolescents in general, it is nr surprising that bttle is 
known about factors affecting the sexual behavior of street youth in particular. 
Information about these factors could add significantly to the desi^^n of p evention 
programs aimed at modiHng behaviors that place street youth at nsJ of HIV 
iniection. The National Institute of Child Health r i Human Dcvelopncnt 
(NICHD) has prepared the "Survey on Hta! h a^i AIDS Risk Prevalence" to gather 
this kind of information about sexual behavior in the general population. Bui this 
survey w-'l not yielc* nforraiic n directly applicrbk to street youf . The data 
gathered from a survey of ihis kin- directed specifically at strc* outh cou) ' provide 
some of the baseline information necessary for the design of efK.tive prevention 
programs for that population. 
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Research has also b*cn sparse in the more general area of developing and evaluating 
the effectiveness of >^*V prevention strategics for youth.^ There is considerable 
debate among researchers and practitioners about the relative merits of various 
behavior change strategies in the context of HIV prevention among adolescents. 
Some evidence suggests that prevention programs in other health areas such as 
smoking and teenage pregnancy hold promise for adaptation to HIV prcvcniion.^ 
There is conflict ng evidence about the effectiveness of peer-based cducatic.i 
strategies. While sumc practitioners have found peer education to be popular with 
youth and useful in transferring information, others believe that peers lose their 
credibility once they are perceived as counselors. 

There is no simple strategy for transferring to younger adolescents behavior change 
strategies that were effective with adult gay men. The need for modi^lng behaviors 
was strongly reinforced among older men by famihanty with peers who were sick and 
dying of AIDS But because few infected youth show any symptom?, most street 
youth are unfamiliar with the shocking and visible signs of AIDS. 

Seroprevalence: Because of insujjicient data, attention and money may not be invested 
where they are most rieedcd 

Because of the lag between .nfection ?nd onset of symptoms, the President's 
Commission on the Human Immunodeficiency Virus Epidemic recommended m 1986 
that researchers focus on H»^' ...fe^tion rates rather than AIDS case reports to 
measure the progress of the epidemic.^^ To date, n<^ national, statistically reliable 
seropx%a!ence survey of street youth has been conducted. In fact, it is undeai 
v^htfth'rr such a survey is possible, given the relatively Ia> number of subjects and 
iheir potential unwillmgness to participate in such a study. The lack of accurate 
seroprevalence data, however, may have immediate and negative consequences for 
street youth in some nties and the organizations serving them. 

A new CDC mitiatjve, proposed for Fiscal Year 1991, provides an illustration of the 
problems facing program gners caused by lack of seroprevalence data, 'ilie 
Dmsion of Adolescent and School Health, Nvithin CDC, plans to provide S1.5 million 
dollars to as many as six city health departments for establishing HIV prevention 
programs for out school youth To be eligible, citie:> must have reported at least 
2,900 AIDS cases to the CDC December 31, 1989. The eight qualifying cities are 
Chicago, Houston, Los Angeles, Miami, New Yc^-k, Newark, San Francij»:o, and 
Washington, D C. 

But the nuTiber of total AIDS caics, as discus^td abc c, may bL a ^^or indic ?r of 
HIV prevalence, especially amon^ street yOw h F.> re';iiig solely on toial AIDS 
cases, CDC ma) be mjssin£ ro;nc cities with ecjua v high rates 1 1 .^rge numbers of 
cas; ^ of HIV infection among street youth in compaiison to the eight ciues just 
mentioned. For example, liic list of eight cities with the highest ru^-uni nfvCiion 
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rat^ among Job Corps applicants docs not include Newark, Houston, Los Angeles or 
Chicago. Instead, Atlanta, Birmingham, QeveJand, and Baltiroorc arc among the top 
eight. AJternatively, if raw numbers of infected Job Cbrps candidates arc considered, 
the list of eight cities hit hardest by the epidemic includes Norfolk, Phfladelphia, and 
St Louis. Samples from the Job Cbrps applicant population, while not a perfect 
substitute, almost cenainJy give a better ii^dication of 'he problem among street 
youth than total AIDS jascs. 

There are probably a number of reasons for the lack of reliable seroprcvalencc data 
on youth. In the course of our study we heard several possible explanations, 
including 1) because of the small number of AIDS cases among adolescents during 
tre early years of the epidemic, this group \/as not considered to be at risk; 2) the 
transient and secretive nature of this population makes them diffic Ji to reach 
through traditional epidemiologic methods; 3) geographic and ethnographic 
differences among subpopulations of street youth make extrapolation and 
generalization to the population as a -vhole highly speculative; and 4) researchers 
and clinicians were concerned about the ethics of testing this population fo* a fatal 
and stigmatized disease in the absence of medical interventions and social suppon 
mechanisms. 



An obvious use for additioiial scroprcvalence data i: resource allocation. In the 
coming years, budget constraints viil likely force public and private managers to 
direct money and staff to vrry specu*ic areas ar ' people. AIDS case reports are of 
very limited utilit>' in this regard, because they only reflect what was cccurnng a 
decade ago. On the other hand, HIV antibody stams yields hr.mediate information 
on the spread of the epidemic. 

Trcatnwit protocols: Marufestation of HIV disease in adolescents is cn undcrsnuked 
phenomenon, 

Complicatmg the problem of getting youth into medical care are unanswered 
questions about appropriate clinical protocols for treating youth. Each chmcal 
provider we interviewed expressed concern about th- anh oi knowledge regardmg 
physiologic and pharmacologic aspects of treating Hi .nfected youth. With the 
exception of adolescent hemophiliacs, adolescents have not been the subjects of 
$>'stematic study in such areas as immune response, length of the HIV latency pcnod, 
disease progression, or response to pharmacologic treatment. 

As an example, until 1989 tncre were no adolescents from 13 to 17 years of age 
enrolled in the national clinical :rjals program.^ By October, 1989, only 47 
adolescents who were seropo- -^e had b-en -nrolled m tnal protocols r; r- j',-udine 
and other HIV-related therapies, and nost were male hemophiliacs.^' We,.k 
repicsent^it'on of adolescent' among clinical tria; subjects can have imponanl 
conseqnciKes- data collected during the trial process are used to determint 
appronnate dosage level ami ' -hrdules for subpopulations of patie is. Sm, -ende' 
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and age-S'xcific factors can affect dosage, effectiveness, and toxicit> of drug thtrapv, 
more information about the pharmacodynamics (what drugs do to the body) and 
pharmacokinetics (what the body docs to drugs) of various therapies as applied to 
adolescents could enhance ihc quality of available treatment. 

Questions about disease progression and illness rate among infected adolescents also 
have critical implications for providing high-quality care. As one clinician who has 
recently bc^ :n treiiling HIV-positive youth in a clinic-based program told us, "I need 
to know inore about which AIDS-related illnesses are likely to strike my pr.tienis and 
how those ilincsscs will manifest themseh*es in younger people. For example, are my 
patients Okely to suffer from dementia, and if so, what will dementia look like in a 
teerjager and buw best can I treat it?" 

This physician's concerns are supported oy our own analysis of CDCs AIDS Pubhc 
Information Data Set. We fo»»nH -.hat among people \rAh AIDS, mc rate of 
occu Tencc of at bast five particular diseases differed significantly between teenagers 
and all other patients. As shown in table 1, teens with AIDS wr.rc less likely than 
others with .AJDS to develop Kaposi*s sarcoma and Pfieumvcysns carinii pneumonia, 
and more likel> to develop extrapulmonary cryptococcosis, chrome intestinal 
ciyptosporidiosis, and HIV wasting syTidrome. 

Tabic I - Occurrence of AIDS-Indicator Diseases in 
Teenagers /Ith AIDS (TWAs) vs. Ail Others With AIDS (OWAs) 



Disease % of TWAs* % of OWAs^ 

Kaposi's «arcom^ 4.99 14.43" 

Pfieumocysris ccrinii pneumonia 47.72 58.07** 

Extrapulmonary crypiococcosis 10.63 6.36** 

Chronic intestinal a>ptofporidiosis 4.56 2.?.i** 

HIV wasti;*g syndrome 15 18 11.35' 



* n = 461; ^ n = 117,320; **p < .001; * p < .01 

Note; Data includes all cases reported to CDC through 12/3i/'89. 
Data source: Center for Infectiou.* Diseases, CDC, AIDS Public 
Information Data 

Dota analysis: Office of Inspector General 



The data above suggest that age may be a critical fac;c in i.*- ^ progress J the 
disease, and reinforce the need for more extensive scient^Oc mquiriej; abr jt the 
.-natural history of AIDS among young people. The need for such rc ..:h has been 
described by cxpcrs as "crucial in order to address, in a tj ,icly and comprrhensn-e 
manner, the unique pr'^blems confrrn.«ng adolescen*: with or ui risk of HA ,AiDS."^ 
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AT THE LCX:AL LEVEL, CATEGORICAL REQUIREMENTS AND FRAGMENTED 
PROGRAM STRUCTURES WEAKEN SERVICE DEUVERY FOR StKbbI YOUTH 
WITH OR AT RISK OF HIV INFECTION. - ^ 

Even whm a range of services is offered, cau-^riccl requiremenis and oOier access 
bcniers frequently render those services inaccessible to street youth. 

Evrn ihc services thai are offered to street youth on paper may be inaccessible in 
practice. Twenty of the 23 direct service proMdcrs in our survey reported significant 
barriers for their clients in accessing existing clinical a.id social services. The most 
freouently cited barrier (mrntioned by 15 of the providers) is lack of ability to pay 
fcr needed se^v^ces. 

Not only do street youth I. money to pay for services, but they are frequently 
denied eligibility for Medicaid because they do not have Social Security Numbers or 
birth certificate and other required documentation. Sometimes the time a; 
patience required to obtain the uKumcntation and f'l out forms and paperwuiK is 
simply beyond the capabilities of adolescents \/ear> or afraid of deabng with the 
sj-stcm. 

Beyond the cost of care are other barriers, many of which are more complex than 
the paymenf issue. During each of our site visits, providers and health officials aluc 
described a nuirbcr of serious access barriers t: programs that wouk; otherwise 
appear to meet somt of the special needs of si:ect youth. The following are 
examples: 

0 Consent Requirements; Limitations on the rights of minors to consent to their 
own treatment can :rea e formidable obstacles to care. The laws, regulations, and 
court decisions th^.t govern consent are highly complex. There is h :le consistency 
among States: some pcrr minors to enroll themselves in mental he* 1th and drug 
rrhabihtation programs, ^^niJe others require parental consent. VirtuaUy every Siuie 
allows minors a -S3 to certain services assrciated with STD treatment but some 
insist on comp' ixcd and time-consuming legal procedures beforehand ^ 

e Age Limits By our definition, street youth ir.ay range ir. age from early teens up 
to about 24 years old After age 18, however, youths become ineligible for a number 
of critical services. For example, under the Department's Runawa) ana Homeless 
Youth Program, funds given to shelt-rs ma\ noi be rsed to provide services to 
youths over age 18. Older street youth may bs referred to adult shelters tha? are 
ycr {Le , re5idents are currently using alcohol and other addictive substances), 
*rhesc shelter^ he use a subpopulation o* homeless people very unlike their own peer 
group In mar . :jch cases, sleeping on the sfcet is a more desirable of on /.ge 
may also serve as a b^rr.er to drug therapy for youth who are already infected. On^ 
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project y^t Msittd ^as funded to proMdc zidovudine treatment only for seropositive 
youth age 18 or ycungcr. 

o Utigth of 5.*.> Ltmus Many programs funded to house street youth limit chents 
to 15- or 30-da> 4ta\s. Designed to serve as temporary placements for emergency 
use, these shei.ers e increasingly faced with youth who have nowh^ • to go a^tcr 
this time has rrlapsed since for many street youth homelcssncss is not a temporary 
problem. Program managers from across the country expressed frustration vith the 
absence of longer-term shelter programs. One project in Los Angeles has had a 
success rate of over 70 percent (measured by proportion of youths who do not return 
to street life and are able to support themseh'cs) but only among youth who were 
offered struct ired shelter care for at least seven months.^ 

o Other CoJiditioiis of Famciparion. Many programs impose requirements that 
effcwuve!> exclude homebss youth from enrollment. For example, even when drug 
rehabi^iduon slots are available for street youth, other requirements may preclude 
ihcu participation. At one site we \nsited, program staff reported the case of a 
highly motivated young girl who >^as accepted at a residential drug program well- 
knowTi for Its high rale of success. After clearing a morass of legal consent hurdles, 
they learned that the drug program s family-system approach requires that parents, 
spouses, sibhngs or "significar* others" take an active part in the treatme.^t process, 
both for unmedjate support purposes and vontmuity of care after discharge 
Unfortunately, ihe young girl's family members v ^re completely disengaged from hci, 
and her peers (who might othf rv ha 'e served as significant others) were other 
homeless youth who were struggling with theii own iifc problems. For war*: of a 
supporavc partner, she was unable to complete the program. 

Frapnentation of funding souKCS and dsffe, ait ideological approaches impose serious 
barriers to senicc deUvtry. 

Given the broad a.id diverse range of problems tha* street youth have, the need for 
service coordination and collaboratjor. among caregivers cannot be overstated. Yet 
duniig every site visit interview we conducted, ^^e issue of service fraj^ir'"' ' '.."on was 
identified as a seno-* probler. To seme degree, frag^e: ; tion is the resuit of 
separate funding streams and program designs, many of whicn are managed by 
DHHS. But poor coordination a> the Federal level appear* \o be only one of a 
rarige of factors that splinter service deliviiry for street youth 

In some respects, the particular circumstances of service fragmentation are unique !c 
the locality m which sei -ices are dehvereo. For example, because of their cin 's 
geography, providers in la>: Angelas must deal with imposmp transpcrtsition 
problems when attempting to design and coordinate a treatment plan for a street 
youth. Distance alont can serv as a serious barrier to a patient's ccnpliance as 
well as to colK oratior among care givers. But there do appca- t. some fa^^ ors 
that promote fragmentation no matter where the programs are located 
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o Sepatvte Funding From a Vanety of Sources. Many providers expressed frustration 
with the classification of youth into categories such as •Runaway,** **prostitutc,** or 
"drug abuser." This 'csults from funding programs that emphasize discrete problems 
as opposed to the interrelated needs of individuals. Exacerbating the difficulty is 
iha* sources of these "problem funds** are at different public and private Jewels. The 
following example*; jupvided by a senior local public health olficial, may serve to 
DIustrafe the potential outcome of fragmented funding streams: Data gathered by the 
local public health department showe _ a significant increase in IV drug use in a 
certain sector of the city. At the same tune, seroprevalence rates in that 
neighbcrhood began to increase, according to public hospital and clinic data. In 
separate actions, three different organizations (one drug treatment program, one 
youth service agenc)*. and one community-based health clinic) applied fc and 
received three separate grants from a Federal agency, a private foundation, and a 
State agency. A*! three applied fo. and received a major portion of overall funding 
designated for outreach workers. In the health official's words. Vc had outreach 
workers tripping all over each othet Jut. there. In fact, \ ^ probably had more 
outreach workers on the streets than clients when all three progranis were in ful! 
operation. At the same lime, we went begging for out ea^h work in other parts of 
the city." 

o Compednon Among Proviiers for the Same Fundm^, In some cities that wCn 
particularly hard hit b> the epidemic, competition among providers for funding can 
be fierce. Many small, comnunity-based agencies believe they are out -gunned by 
larger, inort traditi nal institutions and consequently find themselves in »ren more 
mtensf competition with ortt another for a relatively smali piece of the funding pie. 
This is not to sav that such rivalries preclude an> cooperation, but they clegir:> do 
not promote the kind of teamwork among providers nece^ary to .naximrze available 
resources. 

0 Different Ideological Approaches. Phiioscphical differences among providers can 
also be an impediment to coordinated care. The most frequer ly mentionec sample 
of this phenome.._n was in the area of drug treatment. Man> diug rehabilitation 
programs are premised on a 12-s:tp niodel that other service providers believe has 
hmited relevance for homeless youth who c~re addicted to non-IV drugs. Providers 
told us that "even the language they [dru^^ rehab'I.tation staff] use is foreign" ic other 
social service workers. 

S.mi^arly, there arc differences among service pre iders about the relative tmphasis 
that should be give, to case m«,.*w^ement and to collocation as methods of 
mtegrating tht. deliver\ of services to st set >outh. Through the case managemeni 
apprc ..c**, street :outh in need of services ar paired with youth workers who can 
help guid: th:m through "the s>'Stem.'' Many of those working in thj" field ha\t 
viewed case management as a core service mat is vital to a. v sustained effort 
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directed to street youth. Indeed* it has become a centerpiece of many demonstration 
and other project grants concerning street youth. 

Yet other service providers, mcludmg many we met with, note that case management 
for street youth is frequently duphcatcd. They also note that it can be ineffective 
uitlcss the case managers physically accompany their dents to appointments - a 
practice that can put a severe strair on the supply of time and money. These 
providers suggest greater emphasis be placed on collociuing HIV counseling, primary 
preventive medical care, and other key services under ne roof. This approach, they 
emphasize, w^iuld minimize transportation problem and reduce the occurrence of 
Tiisscd appoinimems. Hou'ever, i\ would require a comiderable capital ir;vestment 
and could itself lead to some unnecessary duplication of services. 

AT 7>IE FEDERAL LEVEU TOF OVERALL RESPONSE TO THE PROBLEM OF HfV 
INFECTION AMONG STREET OUTH IS INADEQUATi.LY FOCUSED A^JD 
COORDINATED. 

The breach in coordination has especially severe ramfications for ^yts in^*^^ 7/K 
and stree: youih. 

Coordination withm DHHS ts particularly important as f«ir as HI\' and street youth 
are concerned. The responsibility for vinualiy every piece of the fight against HIV is 
perceived to be shared by mo'-e than one Departmental agency. We asked 
Department officials to identify v^hich part of the Department, if any, should have 
responsibility for nine separate function! related to combating HIV among street 
youth. For all but on^ funciion, at least five of the fourteen respondents identified 
more than one agency.'*' Nme thought that "determining what behaviors most 
commonly lead to the sr.ead of HIV among the street youth population" should be a 
shared dur Eight thought that mor^ than one agtncy should "design ard evaluate 
programs to promote behavior change among street youtli."" The only function that 
seems to cLarly v^ithi.i a single agency *s domain is "determining how many street 
youth arc afccted, ^id where ihey are.** Twelve of the fourteen Depawment 
ofGcials responding thought that this was CDCs responsibility. Still, five of the 
respondents named another agency instead of or in addition to CDC. 

The National AIDS Program Office (NAPO) is supposed to "serve as the Public 
Health Service focus in coordinanng dnd integrating efforts to prevent and contrr' 
the c ccurrence and spread of HIV infection and AIDS."^ Its abihty to pcr^o:. . : iai 
/•It) may be hampered, howeve., b> several circumstances. First, Departmental 
oodies which are no* fart of the PHS have little or nc representation at NAPO- 
organized meetings ror inst<ince OHOS, which spons s several programs for street 
youth, does not have an off»rial member on the PI-IS HIV Lead'., lip Group, the 
PHS Exccuti\e Task Force on AIDS, the Pane! on Women, Adolescents, and 
Children with HI\ Infection and AIDS, or the Federal Coordmatmg Commm jn 
the HIV Epidemic. Its absence from the last group is prrticularly surprisirg. because 
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the Federal Coordinating Committee goes beyond the PHS to include such agencies 
as the EnWronmentd Protection Agency and the National Aeronautics and Space 
Administration. 

Another limit to NAPO's effectiveness may be its emphasis on coordinating PHS 
programs that are directed at people v/ith access to traditional educational and 
medical systems One former NAPO employee told us that HlV-rcIaied activities 
aimed at street youth might be be iter coordinated through a body focused on the 
homeless rather than on the disease. Finally, NAPO's mandate appears to be 
limited to organizing meetings and "netw-'orking." It has no control over resource 
allocation or grant specifications. The decisions on particular programs and policies 
are uiiimaiely left to the individual PHS components. 

The exclusion of OHDS from the PHS coordinating process may explain the 1990 
announjement of the Drug Abuse Prevention Program for Runaway and Hom.-^less 
Youth ^ This program ir sponsored by OHDS's Family and Youth Service Bureau. 
The announcement acknowledges the link between substance abuse prevention and 
HIV prevention. But the only Federal a^^^encies listed as sources of information on 
HIV and runaway youth are NIDA and the Office of Subsunce Abuse Prevention 
(CSAP) Applicants for this program tould clearly also benefit from contact with the 
National Institute of Mental Health (NIMH), HRSA, and CDC. 

Another example of a coordination gap is the existence of two Federally funded 
curricula on HIV prevention for high-risk youth. In 1987, NIDA's Community 
Research Branch contracted with Westover Consu]tants to proJuce and dvA. bute the 
AIDS High Risk Adolescent Prevention curriculum. Also in 1987, CDC*s Division of 
Adolescent aid School Health awarded mon^-y to the National Network of Runaway 
anc Youth Sctm es to develop the "Safe Choices Guide. HIV and AIDS Policies and 
Prevention Procr -r.s for High-Risk Youth." Both are aimed at youth sc. -ice 
organizations, ■ c of which are funccd directly by OHDS, ^nd include basic 
educational infornation and suggestions for promoting safe behavior. We did not 
investigate thoioughly how or why both projects were funded simultaneous'). Thert 
may be valid reasons for having ^vo similar curricula, such as companng iheir 
relative effectiveness But it a. -^ears that they were not ongmally designed to 
complement each other, aid on the surface there is no apparent'ntcd for both> 

The above discussion aside, there are pans of the Department that seen, to be 
n-.-'king progress in fighting the epidemic among stiee* yojth. For instance, national 
advocacy and 'esearch organizations a-^plaud the Centers fi)r Disease Control's 
concern for street yo.^h ari othe" adolescents at high riSK of HIV infection. The 
CD J was the agenc. musi cicn cii.- , i y these organizations as doh.g particularl) 
well in this area Both the Center for Prevention Services (CPS) and the Center for 
Chronic .Oiscase I cvention and Health Promotion (CCDi'HP) have been supporting 
HIV prevenimn efforts specificall) targeted to out-ofschool you'h. In August 1989, 
CDC ht.^ an imc.na! ntwiing to idemify the most crucial components of HIV 
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prevention programs for out-of-school youth. In October 1989, the Deputy Director 
for HIV of CPS served moderato'' to a PHS Bi-Regional Consensu; Conference 
on HIV and runaway and homeless youth. The resulting recommendations from 
both gatherings addressed all the key issues raised in this report, including the need 
for provision of basic services to street youth and for coalition building between local 
service providers. AJthough the General Accounnng Office recently stated that 
"CDC has accomplished relatively httlc in providing HIV education to out-of-school 
youth^^' CDC appears to have the knowledge, experience, contacts, and commitment 
to promote effective HIV prevention programs for street youth in the future. 

Street yoiuh at risk of HIV infection scan to attract comparatively little attention from 
the Department, the public, traditional youth advocates, and Congress. 

Of the many groups who have been hit hard by HIV, street youth seem to have 
been the focus of relatively httle publicity and political action. Concerted attempts 
to influeiice public policy on HIV-related issues remain largely the work of the adult 
gay community. Public compassion for people with AIDS seems to be directed 
mainly to those who are considered "innocent," such as newborns and recipients of 
infected blood products. For example, the only teenager with AIDS who has 
received national attention and sympathy was Ryan White, a hemophiliac who died 
in April 1990. As one Federal official told us, street youth have "fa""n through the 
cracks. . . . The heartstrings go out to the youn^ children - not to tnc 13- or 14- 
year-old involved in prostitution." 

Congressional interest in th*' populanon appears limited. Both the House a^id 
Scnaxe introduced in 1989 versions of the Young Americans Act, which aims to 
increase Federal assistance to high-risk youth But as of June 1990, neither bill had 
seen action on the floor The only committee to have held hearings on thf matter 
of HIV and street youth rccemly is the Senate Committee on Governmental Affairs, 
whose mandate to investigate these issues indirect a* best. 

Street youth may lack sufficiently strong voices in Washington. Two of the most 
well-known and respected advocacy groups for children's issues did not participate in 
the survey we conducted for this report. One referred us instead to a publication of 
theirs !h\t was outdated and contained little information directly relevant to street 
youth. Ti.i other was wilhng to participate, but felt that they could add little in 
terms of opinions or insight beyond what was contained in their existing publications. 
Again, ' .ese publications were clearly focused on younger children m traditional 
settings, and had httle to say with regard to street youth. 

The general absence of focus on stree* youth may help to explain the Department's 
comparatively lumin-.al response to the HIV epidemic in that population. V/hcn we 
asked our survey respondents tu rate the overall response of the Feoeral goveri»mert 
to the epidemic among adolescents, thv atings they offered were consistent!/ louver 
in relation to street youth than to youth in general. This was reflected in the 
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i,, responses of direct service providers, national organizations, and even HHS 

I ' officials.^ 

t ^ In sum, street youth are easily invisible as a group, have no natural advocacy group, 

! and do not generate the concern directed to other populations most at risk of HIV 

I infection. It should not be surprising, thr-efore, that they Jiave not become^ ' 

1 primary focus of Federal policy makers' attention in the overall HIV effort .But 
their plight cannot be ignored, and their needs and requests are not outrageous. 

I This is clear from the following excerpt of a letter written from a residential 

X Ueatment facility by a 14-year-old HIV-positive girl to her doctor: 
f 

I They were asking me del have AIDS Tbe counselor told the kids do 

• not touch me and I can't touch them. You know how that makes me feel, I 

; feel like I have no life. ... Fm just \/riting this because I need somebody to 

> love me and I hccd somewhere to be without everybotfy talking or asking me 
do I have AIDS. . . ." 



184 



RECOMMENDATIONS 
THE PUBUC HEALTH SERVICE 



Th£ Public Heahh Service, through the Centers for Disease Contrcl, should conduct 
additional seroprcvalence research to measure the scope of the epidemic among street 
youth. 

In order to allocate resources efficiently, policy makers and program managers must 
have a clearer picture of where and to what extent street youth are becoming 
infected. Another reason to collect seroprcvalence data is to demonstrate the 
seventy of the problem. The long H'V incubation period means there will probably 
never be an AIDS epidemic among teenagers, no matter how many teens become 
infected with the virus. 

Given the difficulties in generating valid national data on seroprevalenct among 
street youth, it seems more appropnate to focus on locality-based data. Collecting 
such data is necessary if scarce resources for prevention and treatment are to be 
apportioned effectively. Because infection rates are likely to differ significantly 
between and perhaps even within metropolitan areas, a large number of sites must 
be selected for study. 

In collecting and analyzing seroprcvalence data on street youth, CDC should make 
full use of reliable data collected from other sources, both public and private. The 
CDC should make all data easily available to researchers and service providers. Th*s 
data should be as detailed as possible without jeopardizing individual privacy rights. 

The Public Health ServLe should collect baseline data on the sexual behavior patterns 
of street yoMh, 

In response to the call by researchers and practitioners for more and better 
information on factors that encourage high risk sexual behavior among street youth, 
the PHS should move quickly to collect this information. The data should be 
gathered from several meiropoliian areas with large concentrations of street youth 

The Public Health Service, through the Alcohol, Drug y.buse, and Memcl Health 
Admmisrration, should conduct research on I *havtor change strategies designed to reduce 
the risk of HP/ infection among street youih. 

In the encc of a vaccine, only uehavior change will slow or stop the spread of 
HIV. ^ mentioned previously, interventions develo ed for smoking cessation and 
pregnancy prevention may hold promise for HIV prevention efforts, but the.c hus 
been little systematic evaluation of su a efforts. In the meantime, resources hr 
bccn channeled to traditional education-as-pr'^vtntion efforts that clearly have liiiiiicd 
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utility for street youth Therefore, bcha\ior change among street youth m panic ular 
should be a high priority ^or additional research efforts. What works for adolescents 
in general should r.ot be ^ resumed work for street youth, because the physical 
demands and psychological effects of street life .Tihi^ x the success of traditional HIV 
risk reduction interventions. 

The ADAMHA's research agenda should include modification strategics for all 
behavio.^s that place adolescents at risk, including substance abuse as well as high-risk 
sexual activity. It should continue the search for more effective treatment 
technologies for users of current drugs of choice such as "crack" cocaine. Because 
several ADAMHA divisions (including NIMH, NIDA, OSAP, and the Office of 
Treatment Improvement) have expertise in this area, a single unit should be 
designated to coordinate current and future research initiatives concerning street 
youth. 

The Public Health Service should conduct research on the manifestation of HIV 
infection in adolescents and develop appr^p^ui : cUnical protocob for (readng youth who 
ore infected. 

Use of zidovudine an^ other therapies to delay the onset of symptoms among those 
infected with HIV represents a major breakthrough in treatment of the disease. But 
the use of these therapies for young people may be inhibited by a lack of 
information on the progress of the disease and the effects of such treatments on 
adolescents. The PHS should therefore further expend its current ic^carch efforts m 
both areas. Disease progression among adolescents should be studied more 
the roughly and young people, especially young women, should be represented more 
broadly m the climcal trials of therapies designed to treat the disease. Data from 
trials ran then be used to guide practitioners ir. developing treatment protocols and 
determining appropnate dosage levels, dosage schedules, and treatment of adverse 
rcacticis. 

THE OFFICE OF HUMAN DL/ELOPMENT SERVICES AND THE PUBUC HEALTH 
SERVICE 

The Office of Human Development Services, in coUaboraticr. with the Public Health 
Sendee^ should design and implement a strategy to curb HIV v fection among stieet 
youth in five cides with lar^e populations of street youth t, nJ h gh rates of HIV inj. -tion. 

Local-level service fra^jncntation and access problems disccs^ed in this r-port cannoi 
be resolved -^ompleteh by Departmental efforts. But a compilation technical 
assistance, financial support, and removal of catepoiuol Ldrrieis at the Federal level 
would create an environment in which service d'tlivery reforms could be made. 

We bclicvr that a stratejn' of focusing on a smull .iu...be. of la urban centers uiih 
high HIV infection rates is warranted 'or three major reasons. One is that by 
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concentrating on specific localities, tht particular type of services and service linkages 
needed can more readily be identified and implemented, A second is that by 
duectmg an mtensified effort at cities with lar^. populations of strc*t youth and high 
rates of HIV infection, the Department can have a sizeable impact on the national 
problem. And finally, by c? re fully evaluating 'he effort, the Department and others 
can gain insights on how tn respond more efficiently and effectively to the needs of 
street youth throughout the country. 

Withm the Department, OHDS is the most logical choice for )ead agency since it has 
the most dii ect programmatic responsiW^iy for the street youth population. The 
PHS, however, has been far more acti funding and overseeing HlV-related 
programs for youth and has a broader r^.ige of contacts with local health, education, 
and youth service organizations. Further, PHS (specifically CDC) wculd be best 
qualified to identify the five cities where seroprevalence rates and the number of 
street youth are highest. For these reasons, we recommend that OHDS collabora'^ 
closely Mth PHS in planning and implementing such an effort. 

A number of researchers, practitioners, and non-profit organizations have done 
extensive, and in some case*, exemplary work in examining implementation problems 
and testing, refoi."n models. Staff of the Robert Wood Johnson Foundation as well as 
participants in the West Coast Scientific Symposium on Health Care of Runaway and 
Street Yoi«ih arc two examples. 'H.erefofe, we strongly .rge OHDS to ensure that 
experts frorr organiza lions like these participate formally m the planning and 
development of the five-city strategy. 

To the maximum extent possible, the strategy should encourage local initiatives, 
faalitate the provision of basic services that address the survival necessities of street 
youih, make use of existing Federal progr.ms such as the Runau-ay and Homeless 
Youth Program, the Transitional Living Program, and others, and foster the 
iniegratFon of serviccj directed to these you^li. This would be consistent with the 
Secretary's mterest in promoting service integration. 

In regard to ;be latter objective, we urge OHDS to give serious consideratj jii J four 
steps ih?.t could oe taken to reduce categorical program barriers at the s-rvice 
delivery level Amoi^g the initiatives tha« should be considered are the following 

1. 77ie alov-ancc of Hdi^m to sorrc caiegoncal program requirements Such w? vers 
could be ^clpful in developing servic^ interventions which respond in a m^ie 
efficient ana enective manner to the multiple, inten elated needs oi stree» youth 
"Hiey might also p.ovidr a way to serve youth over age 18 if the alt* nativ 
"aduh" resources are not appropriate for older adolescents 

2. V\e allocaiton funds for local plan.Aiig efforts and the require mem that further 
funding depend vi demoristrct^d flla* jratton jmong ser ice proxidcrs The 
Robert Wood Jchnson Foi.nddtion has taken this approach recenil) v-ith some 
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apparent success. The intent is to foster cooperation among a diverse group of 
age noes and professionals who may be otherwise inclined to work independently 
or competitively. • " 

The use of a single comlhianiig or ""anchof* ageticy witlun each community. The 
designation of a single community focal point for organizing the service 
int^^ntions can fadlitaic the most efCdent and effectK'e use of the limited 
resources available. Ideally, such a focal pr t woiUd !»e designated through the 
collaborative efforts of the local service prov Jers. 

Tlie coUocarion of some servica for srreet youth. As we have noted, street youth 
are often quite resistant to established health and social services. To the«£xtent 
that such Services are immediately accessible to them, their readiness to use 
them and their opportunity to benefit from them may be enhanced. 
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APPENDIX A 



METHODOLOGICAL NOTES 
The methcxJology for the study included the fol!o^^^ng: 

1. Uieramre review. The study team conducted a literature review of popular, 
professional and government publications. We reviewed articles and reports on 
issues such as epidemiology; behavior mocificatioR models; HiV education, 
prevention, and intervention; adolescent health; HiV knowledge, attitudes, beliefs 
and behaviors; and clinical treatment. 

Z Federal survey. The study team examined oi.Tent Federal policy and aaions on 
the issue of HIV infection among street youth through a review of Departments' 
documents and interviews with relevant staff in offices engaged in AIDS-related 
acti\'ities. 

In response to a formal request for information, eight Departmental offices 
provided a summary of ongoing activities relevant to HIV infection among 
adolescents for our review. Six other offices added supplemental information. 
We relied on the documents to formulate a profile of Departmental efforts and 
looked for signs of internal duphcation and omissions. 

FcDowing a review of these documents, we conducted interviews with 15 Federal 
employees who had significant experience with eithci *IIV infeaion or street 
youth or both. The interviews garnered information on: the employees' 
• trceptions of the strengths and weaknesses of Departmental efforts, suggestions 
lor strengthening the Department's overall approach, coordination of aaivities 
withm the Department, and mechanisms for shariiig of information among offices 
and divisions. 

Wc analyzed the qualitative data collected in interviews with Departmental staff 
to identify barriers to communication and coordination within and among 
organizational components and ^ a>*s to enhance collaboration. We lexiewed 
Departmental efforts and stn. -gies in the context of major research findings and 
lessons learned at the service delivery level. 

3. Research arid advocacy organization mey. Telephone intervievs we; jond ictcd 
with officials from 2 local and 13 r. uonal irder-r.iJent orgot:-" tinns who 
perform resear^n and provide advocacy ^er^- The orgam r^t.^/s < lectcc* 
either receive Federal funding for HIV-related activities, or were idc-.tific ' 
through the hterature or word-of mouth as playing a major role in th.s area 
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The discussion guide xised for the telephone interviews elicited information on 
such issues as coordination among advocacy and direct service organizations on 
the issue of HIV infection; their stance on HIV testing; their perceptions of the 
Federal response to HIV among street youth; and iheir ideas about successful 
prevention, testing, and treatment programs for this population. 

4. Direct service provider survey. Information was obtained from direct service 
providers that serve street youth, through a telephone survey of 20 organizauons 
and site visits to 3 selected providers. The Office of Human Development 
Services provided a list of candidates for the survey. From this list we selected 
23 organizations on the basis of caseload size and geographical diversity (each 
region of the country yielded at least 2 particip:ints). The site visits took place 
in three major urban areas with a relatively large population of street youth and 
a selection of programs that serve them. 

We cond jcted the telephone interviews with the executive directors of * se 
organizations, or theu" designees. A discussion guide was used to ask ihcm about 
issues that affect st.vice delivery for street youth; lessons learned from 
experiences with service delivery; and perceptions of Federal efforts. A protocol, 
incorporating the issues covered in the telephone interview ar»d elaborating upon 
them, was used for the site visits. 

The telephone interviews and site visits were used to develop profiles of 
programs that are providing innovative services, to create an inventory of positive 
and negative lessons learned at the service delivery level, and to identify areas of 
consensus regarding opportunities to imprcve Departmental efforts. 

A list of participating offices and organizations follows: 

Federal offices responding ,d a formal rcques. for informadon. Alcohol, Drug Abuse, 
and Mental Health Admmistration, Centers for Disease Control, Food and Drug 
Administration. Health Resources and Services Administration; Health Care 
Fmancmg Admmistration, National AIDS Program Office, National Institutes of 
Heahh; and Office of Human Development Services. 

Offices providing supplerr.enial information. Bureau of Prise s, Indian Health Sei ^ce, 
Job Corps, Office of Assistant Secretary of Defense for Health Affairs, Office of 
Disease Prevention and Health Promotion, and Ofnce of Minority Health. 

National and local research and advocacy organizations. American Foundation for 
AIDS Research, Association for the Care of Child.. n*s Health; Boston AIDS 
Consonium, Ccn'er for Population Options, National AIDS Network; National 
Coalition of Advocates for S" idents, Natio,*al Coalitr n of H.spanic Health and 
Human Services Organizations. National Commission on Correctional Health Care, 
National Education Agency, Health Information Networ. , National Minor. 'y AIDS 
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Coimcfl; National Network of Runaway and Youth Services; NaUonal Organization of 
Black Cdun^ Offici-^ls; Planned Parenthood (of Washington, D.C); Sodcty for 
Adolescent Medicine; and U^. Cbnfcrence of Ma}prs.> 

Dirtct service organizations: Adolescent AIDS Prdgrain, Bronx„NY;.Avancc.Hwnan 
Services, Los Angeles, CA; Bridge Over Troubled Waters, Boston, MA; (Dasa Shelter 
YMCA, Dallas, TX; Cbmitis Crisis Center, Aurora, CO;^CrivcnantJHoii$c, Mi^ 
FL; The Door, New York, NY; Gay and Lesbian Ciminunity.SwiiaiOchte 
AngelcSj^CA; Janice Youth Programs, PortIan<tjbF^.LX:Chiklrcn'$:H^ 
Angeles, CA; Lj\. Network, Los Angeles, CA; i^kin^S^wV SanTm^^ 
Middle Earth Unlimited, Austin, tX; Neon Street Shdtcr,.'a^gc^^EU,N^^^^ ' 
Beginnings, Lcwiston, ME; Sasha Bruce Youthworks, Washington, S&«tWork 
Project, New York, NY; Synergy House, ParkviUc, MO; Teen Livfisg, aiicago,^; 
Volumccn of America, Denver, CO; Youth C^c, Seattle, WA; Youth Emcrgency, 
Philadelphia, PA; and Youth Emergency Shelter and Services, Des Moines, L\. 
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APPENDIX B 



RESULTS OF SELECTED COVERNMENT-SPONSORED HIV ANTIBODY TESTS 



Testing 
Agency 

Defense 
Dept.*> 



f^pulation fand Ace 
Range When 
Available'^ 

All recruits, 17-20 

Hispanic males, 17-20 

Pemalcs, 17-20 

All recruits, 22-25 

Males, 21-25 

Black males, 21-25 



Location 
Natiopa] 
National 

W. S, Central Region*^ 

National 

South Atlantic 
Region*^ 

National 



Hiv± 
(Rate per 

im 

0.2 

1.2 

1.37 

1.6 

3.78 

62 



Job 

Corps" 



CDC« 



129,754 recruits 

647 recruits 

i,078 recruits 

5^75 recruits 

Homosexual men at 
ScxuaDy Transaiiled 
Disease climes, 18-25 

IV drug users in 
treatment^ 18-25 

IV drug users in 
treatment, 18-25 

Homeless youths 



National 
San Francisco 
Miami 

New York City 
Not Available 



New York Ciiy and 
Puerto Rico 

Outside east coast 



New York City 



3.88 

13.91 

1198 

10.42 

100-700 

500 - 600 
< 50 
70 
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APPENDIX C 



ENDNOTES 



1. Centers for Disease Cbnirol, HIV/AIDS Surveillance Report, May 1990. Figures 
through April 30, 1990. Teenagers rtpreseni less than 0.4 percent of the total 
number of AIDS cases. 

2. Centers for Disease Control, Strategic Plan for the Prevention of Human 
Immunodeficiency Virus (HJV) Infection: 1990 and Beyond (Draft), Centers for Disease 
Control, 1990. For adolescent vs. adult incubation period, see Gocdert, JJ., et al., 
"A Prospective Study of Human Immunodeficiency Virus Type 1 Infection and the 
Development of AIDS in Subjects v/ith Hemophilia," New England Journal of 
Medicine 321(17): 114M 148, 1989. 

3. Centers for Disease Cbntrol, HIV/AIDS Surveillance Repon, May 1990. Figures 
through April 30, 1990. 
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between 13 and 29 years old. 

5. See, for exairnle, U. S. General Accounting Office, Homclessness: Homeless and 
Runaway Youth Receiving Services at Federally Funded Shelters, HRD-90-45, December 
1989. 

6 A runaway youth is a person under 18 years old who absents himself or Ijerself 
from home or place of legal residence without the permission of parents or legal 
guardians. A homeless yonth is a person under 18 years old who is in need of 
services and without a place of shelter where \e or she can receive supervision and 
care. See Federal Regbter 55(44):8086, March 6, 1990. 

7. Figures from the National Network of Runaway and Youth Services, cited in U. S. 
General Accounting Office, AIDS Education. Programs for Out-of-school Youth Sloi^l) 
Evolving, HRD-90-in, May 1990, p. 2. 

8, The Department of Defense, whose test results are often cited as evidence of the 
infection rate among young Americans, has actually witnessed a decline in the 
incidence of HIV ar.iibodirs among applicants since 1985. This may be due, 
however, to self-selection i;as caused by knowledge of HlV testing ..quirements and 
by recent publicity surrcinding Dc' 's p^^-cy of excluding homosexuals from military 
service. Furthermore, the military is not likely to attract many street youth. Unlike 
military recruits, 97 percent of a!! Jot Torps entrants are under 21 years old and are 
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primarily from low-income families and urban settings. Although the Job orps 
sample certainly taps the street youth population more regularly than the military 
sample, it too may underestimate the true incidence of HIV among street youth. 
The Job Corps s testing requirements are also well known, ant' the Corps tests only 
those street youth who are motivated to enter a strictly regimented program. 

9. Response to OIG request from Deputy Director (HIV), Centers for Disease 
Control, May 1990. These estimates are derived from seroprevalencc data gathered 
at 26 sentinel hospitals, which are part of CDCs efforts to determine the progress ( 
the epidemic nationwide. The CDC was unable to provide any demographic 
infonnation other than age range and sex to accompany this estimate. 

10. Broolcs-Gunn, J., Boyer, C.B., and Hein, K., "Preventing HIV Infection and AIDS 
in Chfldren and Adolescents: Beha\ioral Research and Intervention Strategics," 
American Psychologist 43(ll):958-964, 1988. 

11. Non-rV substance abuse, while not considered risky for HIV transmission in itself, 
is thought to stimulate sexual activity and interfere with the cognitive functioning 
necessaiy for safer sex. 

12. This is a weighted average, with weight added in proportion to the number of 
clients served. 

13. Personal communication with Diane Sondheimer, National Institute of Mental 
Health, March 1990. 

14. Bfcker, .M.H., and Joseph, J.G.» "AIDS and Behavioral Change to Reduce Risk: 
A Review,*' American Journal of Public Health 78(4):394-41G, 1988. 

15. National Instituie on Drug Abuse, AIDS High Risk Adolescent Prevention Project' 
Participant's Manual, n.d., pp. 2-10. 

16. Ibid 

17. V/right, J.D., *Toverty, Homelessncss, Health, Nutrition and Children," 
unpublished paper delivered at conference on Homeless Children and Youth Coping 
with a S^rional Tragedy, Washington, D.C., May 1989. 

18. National Institute of Aiiergy and Infectious Diseases, •Recommcndatio-s for 
Zidovudine: Early Infection," 7^4 263(12):1606.1609, 1990. 

19. G&Ddman, E, and Cohall, A.'i ., "Acquired Immunodeficiency Syndrome and 
Adolescents: Knov/lccige, Attitudes, Beliefs, and Behaviors in a New Vork City 
Adolescent Minority Population/' Pediatrics 84{]):36-42, 1989. 

20. Alhey, Jean, *TIIV Infection and Homeless Ar^olescenis," unpublished manuscript, 
1990, p. 7. 
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22. Brooks-Gunn, J., and Furstcnbcrg, F.F., "Adolescent Sexual SchhyioT,"* American 
P^ycliohgist 44(2):249-257, 1989. 

23. D^Angelo, LJ., and Sondheimer, D.L, "^Adolescents and HIV Infection: Struggling 
Not to Be Forgotten," Pediatric AIDS, in press. Sec also the Office of Technology 
Assessment Staff Paper, How Effective is AIDS Education?, 1988. 

24. Flora, JA, and Thoresen, CE, "Reducing the Risk of AIDS in Adolescents " 
American Psychologist, 43(ll):965-970, 1988. 

25. Watkins, J.D., et al.. Report of the Presidential Commission on the Human 
Immunodeficiency Vims Epidemic, 1988, p. 3. 

26. Pediatric AIDS Coalition, 2990 Legislative Agenda, p. 12. 

27. Personal communication with Diane Sondheimer, Nat.onal Institute of Mental 
Health, May 1990. 



29. English, A., "Adolescents and AIDS: Legal and Ethical Questions Multiply," in 
Ouackenbush, M., Nelson, M., and Dark, KL, Vie AIDS Challenge, Prevention 
Education for Young People, Santa Cruz. CA: Network Publications, 198a 

30. Yates, G., Testimony before the Little Hoover Commission on California State 
Government Organization & Economy, Decer-'-.r 13, 1989. Also personal 
communication with Gary Yates, March 1990. 

31. For the purposes of this question, we considered each major component of the 
Public Health Service plus OHDS and HCFA to be a separate agency. 
Subcbmponents such as the National Institute of Mental Health and the National 
Institute on Drug Abuse were not considered separate agencies 

32. Thf particular agencies named most often were CDC (11 mentions), ADAMHA 
(5 mentions), and NIH (5 mentions). 

33 Here the most commonly cited agencies N.ere CDC (10 mentior.s), ADAMHA {1 
mentions), HRSA (4 mentions), NIH (4 mentions), and CHDS (3 mentions). 

34. National AID? Program Office, unp-jblished document, June l98-\ 

3. Federal Register 55(92): 19832-39, May 11, 1990. 

36. Now that both have been completed and are being implemented z^TOSi the 
country, OHDS is making efforts to er.'urc coordination between agencies and 
contractors. 
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37. U.S. General Accounting Office, Education: Prosramsfor Out-of-School 
Youth Slowly Evolving, HRD-90-111, May 1990, p. 1. 



39. We asked for ratings of the overall response on a scale of MO, with 1 meaning 
poor and 10 meaning excellent. The mean responses were as follows: From direct 
service providers, 2.4 for street youth and 3.4 for youth in general; from research and 
advocacy organizations, 2.4 for street youth and 4.0 for youth in general; &om DHHS 
officials, 3.7 for street youth and 5.9 for youth in general. 

40. Response to OIG request from Office of Assistant Secretary of Defense for 
Health Affairs, Department of Defense, March 1990. Data collected between 
October and December 1989. 

41. Response' to OIG request from Director, Office of Job Corps, Department of 
Labor, March 1990. Data includes all tests condt :ed between October 1, 1987 and 
October 31. 1989. 

42. For homosexual men and drug users, see Public Health Service, draft of Year 
2000 National Health Objectives, p. 13-7. These data were collected in 1987. 
Homeless youth survey results obtained from Center for Infectious Diseases, Centers 
for Disease Control, May 1990. The dates of data collection are unknown. 

43. This region includes Arkansas. Louisiana, Oklahqma, and Texas. 

44. This region includes Delaware. Maryland, the District of Columbia. Virginia. 
West Virgini^, North Carolina, South Carolina, Georgia, and Florida. 



38. H.R.. 1492; S. 1911. 
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GAO 



UBltedSuie* 

GeMtml AcoMsdM Office 



H«ayui IcMttrec* Dhrkloa 

B-230539 

July 28.1989 

The Hororacis John Gknn 
Ch«inTun« Committee on 
Governmental Affairs 
United Sutes Senate 

Dear Mr. Chalnnan' 

This letter responds In part to questions raised In yow September 26, 
1988, request concerning oversight of programs managed by the Centers 
for Disease Contixd (ccc) to prevent the spread of the human immu> 
nodefldency virus (hiv), which causes acquired Immunodeficiency lyn- 
drome (aids). As puit of our ongoing review of inv education and 
prevention efforts,' you asked us to obtain Infonnxtion on cog's manage- 
ment of prevention Amdlng to staU and local health depattments. 

In 1989, CDC planned to provide about$144 million In fiindlng support to 
state and local health departments to operate Hnf prevention programs. 
The health departments target health education and risk reduction 
messages to persons at incrutscd risk of infection, such as homosexual 
men. Intravenous drug users, and minorities. 

Without a vacdne or cure on the horiton, aids prevention programs are 
critical because they are the only public health tool available to reduce 
the potential medical and social coots of the Knr epidemic Whlleeduca- 
tion programs have been expanding over the past few years, Infonna- 
tion about their Implementation and effectiveness Is still limited. 



The HIV epidemic is a natknuJ pubUc health threat of potentially alt- 
strophlc proportions. Through April 1909, CDC reported over 94,000 
cascsof AU3S, of which over M,000perBOni were known to have died. 
The PubUc Health Service predicts that as many as 1.5 nullton Ameri- 
cans may already be Infected with Hiv, and eplden Jotogical research 
suggests that more tlian 60 percent of thoae Infected will devetop aids. 



' At row raiuMt. «» MMrtMwd caMOM «<tom t» 
ltitt^t)Wari#M(AI»ia>»CidOii: W*AflKtt<OBaiM^ 

mk ndiedM Our or«)4R( work foouo OM ad^^ 
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a)C Ihc lead f«kr»l agency for ahm prevention prograira, assisncd 
rwponslblltty for reaching yaw* at lncT«Mcd rl»k of infe^^ 
Center for Wevention Serviora (crsX era fUnds these Ana prevention 
progrtnaprindpally through cooperativ-etjcrcefnentt with »t*t« tnd 
local health <iepamncnt». Setween ID85 and 1969, fUndlng fcr prx>gnro$ 
targeted to persons at UKTtaaed risk grew fraitim mUlionto$184 
miUlon,< tlmoY doubling annually. 

State and laAl health departments are rwpor Je for managing «nd 
operating the ooopcraUve agreenKnts, which fund a wide variety of pre- 
vention activities, including health education and risk trductkm pro- 
grams. Thcac acuvities indude 

• inv counseling and testing for clients at sexually transmitted disease and 
drugaV jsedlnlcs, 

• lelephocie hotilnes, 

• medU campaigns, nuchas r»dk) and television pubUcservk« announce- 
ments, and 

divcrM efforts by community-based organliations, such as teaching 
women who are intravenous drug useri how to clean needles. educaUng 
pcttons at »oup kitchens, and sponsoring Ki\' awareneas days for low- 
income blacks and Hlspanics. 



Objectives, Scope, and your rwjuesl, we focused this review on 

Methodology . CPS actual and targeted staffing levebfoi managing mvcooperrjUve 

agreements. 

• oversight of federally f^indedmv prevention activities, and 

• problems In the funding cycles of AIDS prevention cooperative 
agreeirienta. 

We conducted our work at CDC hcadquarten in Atlanta, where we inter- 
viewed program offkiaJs retponsibJe for managing aiiw actlvltiea. We 
also reviewed nnandal. stafnng. n-<>aitor:t»g. and other etc reoofx^ 
associated with these acUvltics. Although %w did not conduct detailed 
reviews of aids prevenlkjn programs In state and k)cal healtl) depart* 
ments, we obtamed the views of state of fWais by Interview Ing directors 
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of rtalc heaJUi dcpartinento »l » mrrtlng of ihc ARsodatloo of StAle tnd 
Territorial H^alUi OfncUh. 

Our »X)rk was perfonned pnmanly tctvwn September 1988 and Janu- 
try 1989 In acto.tlance wtth jtcnerally accepted go\Tnutwml auditing 
standards 



niffinilfiPC in Mpptinff TheKnrep4demtehasr«ultedln JieCen'^rforPrcvwlkmScr^ricca 
UllllCmueS in meeung in^j on new and growing rcsponsibmtks.crt's funding for oocpcraUve 
Staffing Targets agrTement5 with state and locaJ health departments for itiv prevention 

iiwrvasedftxxr. about I2& mUllon in 1986 to about $144 mUUoninl989 

Under the cooperative agrcemenu for aids prevention, cts Is r«ponslb*t 
for providing general guidance and technkal i "listance regarding acUvl- 
lies the stau and locai health dopaitmcnts ahould carry out crs b abo 
responsible for monitoring and evaluating health department activities 
to hflp ensuTf* effective use of federal lav prevention fiinds, 

cw omcials believe :^at they need to hire additional staff to oversee 
this rapid expansion in federal funding and to recruit staff with differ* 
ent skills, crs has traditionally been rcsyoosible for funding and ooordi- 
naf'jTg state health department efforts to control sexually transmitted 
.:iseases. such as syphilis and gooonrhea. Dcc*usr these diseases can be 
cured, programs have eirphaslied dlnical treatment and investigation of 
cases, with education and efforts «o modify sexuiJ behavior playing a 
minor rx>le 

AiD«, in contrast, b currently Incurable and can be coniroUeJ only by 
preventing Iruttmlssioft. Moreover, luv preventiod programs have had 
to address new and relatively unproven educational cpprc^che*, such as 
bow to motivate long-term changes In acxuil and dnng-using behavior? 
that spread tuv As a result, cnoffidab said that technical assistance to 
stale health depar ments for itiv prevention programs wouid require hir- 
ing staff with spedallred sklUs, such as expertise in behavioral sdencr^ 
and m community heal*1 tducation methods. 

was first -^tded staff for wv jxevenlion programs In 1985 with an 
iUocaiicn of f fuU iime staff Bv February 1988. 40 full-time stafP at 
cw wre allocs: ^d to work on K/ prevention programs. Even with thb 
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expaxisk>n. a« coiKhjded that it dKl rK)t have enough sufr to ke«p up 
with Its growing responsibilities. 

Staffing problems cxxtUnued through 1983* On four occasions in 1988. 
the Center for Prevention Services jfOcUlly reques!?ed more staff. CDC 
was unable to fully meet these repeated requests, however, because o f 
agencywide staffing constraints. For example, in October 1988. crs 
requested 67 additkmal staff, but cdc approved only 24. as also encoun* 
tered difficulties in filling even approved positions because of pcoblenw 
in hinng indi\iduals with the requisite specialized skilh. Not until Sep- 
tember 1988, for example, had CPS hired staff with behavkjraJsdcnce or 
health Jduoalon experdse to provide technical assistance for dc\iriop- 
ing health educatKxi and risk reduction progruns. 

Agency officials reported that in 1989, staffing shortages continue to 
hamper CFS's ability to accomplish its AIDS oversight and technical assis- 
tance resposslbilitles effectively- In February 1989, CPS requested 65 
additional positloos, whidi WTre all approved by coa Because of insuffi- 
cient funds to pay for these positions, however, cfs will be ableto fUl 
only 35 of the 65 positions. 

As of May 31.1 989. crs had 93 full-time staff working on Hiv programs 
as well as approval and budget to hire 33 more by thenvl of fiscal year 
1989. If all these positkms are filled at that time. CPS officials belie\-e 
they will still need about 30 more positions to carry out their AIZ3S 
responsibiliUes. 



Staffing Shortages 
Have Hindered Key 
Monitoring Activities 



CPS » re^renble for providing general guidance to and monitonngof 
health departments to help ensure effective use of federal iin* preven- 
tion fimds. This responsibility includes 

providing health departments with technfcal assistance in planning, 
operating, and evaluating targeted educatkm activities, 
assisting health departmei^ in evaluating the overall ef fecuveness of 
program operatlcns, and 

developing and disMminating Infomotlon on hiv pre\*ention program 
activities and evaluation methods thai .nre effective 
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Soeral suae offtoab toM us ih«t they were not receiving the tedmkal 
aasMtaiKe they nee<k<J from CK to help them linpJcmcnt the»r ABB pre- 
vention programs. TT»ey partkulariy neeOed hdp in desig^^ 
ihu n»tivate iiulivlduals to <Aange their acxiua tiKl dniSHtsta^ 

behavKJrS- 

State omcwb atoo reportt^ A rseed for irw* federal ttchi^ assistance 

m devetoplng Ktwwledge, Attitude, Beliefs and Bdiavior (kabb) biseUne 
data. These dau measure ih^ cwnnainir/s lau)wledge about mv and the 
extent to which behaviors that spread HIV are practiced- Health depa^^ 
rocnts can use these dau to idenliiy gaps m knowledge, establish priori- 
ties for Hi^' educataoo activities, and set objectives for increasing 
knowledge and redudng risky bdavior. Folkw-up KABB surveys can 
then provide a bas» for CDC and the health depaitmeats tn measwe pro- 
gram effect. 

Beginning m April 1886. coc provided funds to 65 state and k)calhealtl. 
departments nationwide to conduct KABS surveys relating to the general 
public and high-rtsk grtwps. By March 1987, CDC required the I 'saith 
departments to use the survey dau to devctop measurable program 
objecUves. The departments were speaTically asked to evaluate 
observed changes in knowledge and behavior patterns. 

In spite of cue's requirements, as of September 198S^ many heaUh 
departments had not gathered and used baseline data to manage their 
Kiv educatkxi prxjgrams. (See table 1 .) In particular, roc records indi- 
cated that several states and territories with large numbers of AIDS cases 
had not completed KABB surveys or used available KABS dau to aet pro- 
gram objectives. 
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According to ccc and State health departnwnt officials, progress In ool- 
UKling and usmg KABB data has been impaired m part by staffing prob- 
lems Some states tfwd at first to conduct KAB8 surveys in house but 
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later realized thit they lacked the expertbe to su<xt»fUlly complete th€ 
TiTveys. SUff diversk)n9 to other Aiis priorities* such as addr^ 
state AIDS legbUdoQ, also cootrihuted to delayed KABB data 
aome strtes. c» hired two additional staff in October 1968 specifically 
to provide tedmical assistance to state and ktcal health departments to 
help them develop program ot^ccdves linked to KAB8 data. 

CFS oftldab reported that because of staff shortages, they have not been 
able to conduct other bcportant program mcnltoring activities. For 
example, at the end of 1968, ax; had not evaluated state and local 
health departxnent HIV preventkmprofrarns. This Is an essential compo- 
nent of technical assistance, according to ax; program requirements. 
Staff shortages abopredittied tsslstazKe in coordinating programs 
alnied at i»eventlng HIV tnutsmlssion axnong iritravenous drug users. 



FuiKiing Cycles for 
HIV Prevention 
Programs 



We reported in 1987 that the federal public health education response to 
the HIV epidemic appeared uncoordinated.* Experts we Intervlei^-ed told 
us that the patchworic of federal and stale funding and the lengthy and 
cumbe- jorne grant api^icstion procedure had pre\'ented quick response 
to the epidemic in many instances. For example, some public health offi- 
cials were oortcerned that public healtli educators and other professioih 
als were spending inordinate amounts of time responding to requests for 
proposals instead of providing Kiv education. 



Table 2 shows the funding cj des for mv prevention programs. State and 
local health desnrtments will have received Kiv pre\'ention fUnds on 
eight occasions in less than 3 years, or an average of every 4 nxmths. 
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Both CDC and State offSdals told US that. While the* funds wre needed, 
the irregular now cf funds has made it difficult to plan and manage 
effective programs. For examp!t, In 1S87, health departments had 
developed annual program plans based on specific funding awarded m 
April. September, they were awarded addiU Mial funding that had to 
be cotimuttcd within the next 7 months Also, the same statf t - 're- 
Qutntly responsible for both developing program appUcaUons and 
implementing ptospaia, which are competing prionties. ops staff are 
also diverted from ttta program implementation responsibilities to 
award iiew projects. 

The reasons for this disruptive transfer of funds have lar^gely been 
beyond cog's r«ontrol In nscal year 1988. for mstance, the administra- 
tion had cdc conduct a national seroprevalencestudy* and a nauonwwic 
mailmg of an rav infonnation brochure. As a result, cdc reduced the pre- 
venuon funds available to sta;* and local health departments. Rather 
than r«duce monthl' expenditure levels to the hcahh departments, how- 
ever, CPS reduced the 1988 funding cyde from 12 to8 months, a^nse- 
quently, CPS awarded fiscal year 1989 fUnds In January 1989 rather 
than late April 1989 

In part, however, the irregular funding cycles also reflect cdC s response 
to rapidly changing knowledge about the .nv epidemic cdc offWab 
stated that disruption of the funding cycles was neccsi^ry to address 
important, unanticipated needs, such as activities targeted to minonues. 
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Future changes in Ute ooitfso ^ the epidemic may ctUM 
contiiuiitieft in funding csrctes to n)«cr new M 



We diacuMed the contents cf thk repoet m;2;i rrcfpoos^ 

oftkiala, who agreed irithth^tnttrziadr ArrtfcsAsd.TheDirectocuf 

CDC ncknowIedtBd that iiriiitcd (t)fr htr^poTM 

Center for Prevention Servke«,evrc xr>c^r>iC):Ibcat.A?atafrtothe 

lov piQgram Ihm othe;^ PmI^ MoUh FA]tp«n^ He tcid UB that 

tknalsUffcoukl not be dl vetted to uiv from 0^^^ 

irxji>dinglmTmwlTa^>ona«d aftjcaagy trtnanittod iiseeae cattroi p^v 

gnina The Director of CDC alM'«i*4«haciied that 

siffsificm positive contrtt)utiw^ in the Ktv prevention aiGi^ 

thou^i uMierstafnng haa reaulud in v« jr hseavr woridoaos. 



Unless you pubUdy aranunoe its contents earlier, we .dan no Anther 
diatributian of thifi report until SO days after its Issue date. At that time* 
we win send copies to the Secretary of Health and H*insan Services, the 
Dirxtor ^coc, nnd other interested parties and «rUI provide copies to 
othm cn request. The nu^ contributors to tW» report are listed in 
appendix I. 

Slncerdy yours. 
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Direct) r of National and 
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United SUtet G^nenJ Acco anting Offltts 



(tAO Report to the Chairman, Committee on 

^"^^ Governmental Affairs, U.S. Senate 



AIDS EDUCATION 

Public School 
Programs Require 
More Student 
Information and 
Teacher Training 



an 



GAO 



United State* 

Geaenl AocottBtliif OOloe 



HuuB Ke«o«rccs DMsto* 

B-238881 
M«y t, 1990 

The Honorable John Glenn 
ChtinrAn, Committee on 
Cvvemmcntal Affairs 
United States Senate 

Dear Mr. Chairman: 

This report responcb to your request and tuteequent dl9cu3sk)ns 

certain prolan© to prevent the spread of the human InununodefWency Vitus (wv), which 

causes acquired ImrounodelWency syndrocne (AE«X* "T^ i programs at Issu^ 

the Centers jut Disease Control (cdc), an ageixy ir \4t Department of Health and Hc-an 

Services. As part a* our ongoing review of Alto education and prevention efforts, you asked 

us to obtain infonnruoton on CDC^s AIDS education program aimed at schoot-ag^ 

We have surveyed the pubUc school districts across the nation regarding their AIM e^^ 
efforts and met with CTO oflWab. C)ur report describes the reported gnnrth of Aloe education 
programs and identifies areas needing improvement. 

Unless you publicly aimounce its contents earlier, we plan no further distribution of this 
report until 30 days after Its issue date. At that time, we will send copies to the Secretaiy of 
Health and Human Services, the Director of CDC and other interested parties and will 
provide copies to others on request Please contact me at (202) 275^195 if you or your staff 
have any questions coooenOng this report. Other m^Kw contributors are listed in 
appendix VI. 

Sincerely yours, 



Marie V.Kadel 

Associate Director, National and 
Public Health Issues 
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Executive Summary 



Pi iwkco 20 percent of pcopJe with tcqulred Immunodeflc^ncy syndrome 

*^"P^^ (AIE6) rre In their 205, As the haman Imnunodencicncy vii us's (rav) 

median Incubctkm period to estimated « nearly 10 year*, nuuiy of these 
people probably were Infected with rav while they were teenager*, aids 
cases among individuals in their 20s increased by 41 percent during 
1939, similar to the overall increase in AIDe> cases. Without a human 
vaccine or cure available, hiv education programs are altUaU as the pri* 
mary weapon against the medical and social coots of this potentiall}' cat- 
astrophic health threat Centers for Disease Control (coc) awards for 
school-based education began with $7 milUon in 1987 and expanded to 
125 million in 1939. limited information is available about the extent of 
this rapidly growing school-based program 

The Chairman of the Senate Committee on Governmental Affairs asked 
CAO to assess the progress of school hiv education programs tor his 
unking review of education efforts led by coa 



p J Many teenagers are engaging in sexual behavior that can transmit inv, 

uaCKgrUlUia g^^^^^ y^^^j^ ^ experiment with drogs that clo»jd their judgment 

increase sexual activity, and cause addictive cravings— all of which can 

lead to high-risk behaviors. 

m educatkm programs provide informatton on what aids and hiv are. 
how the virus is spread, and what peo' > can do to prevent infectton 
Behavtoral skills components, such as how to say no to drugs, are also 
included to teach children how to modify behavior Training for hiv 
teachers is critical. Not only must they impart correct inforrnalinn on 
Jiiv . they also must impel yoath to avoid risky beha' or. The laUer 
requires skills In persuaston, group dynamics, and decislon-makir.g. 

ccc, the lead federal agency for hi\* prevention, initiated a nationwide 
education program late In 1986 It envisioned a multlyear effort to build 
the nation's schooW)a3ed hiv educatkMi program aimed at reaching the 
90 percent of children who are In U5 public schools As its main func- 
tion. CDC provides funds and tcchidcal assistance to state and selected 
local education departments through cooperative agreements Educatkm 
departments then design and operate their own programs 

CAO surveyed by telephone officials from a nationv'de sample of school 
districts and the 13 local districts whose direct CDC. «lingbeganin 
1987 The purpose was to determine If hiv education was offered and 



aAO/Biz>a»iesAn»c.tendMur^kSkacko*«t 



9^- 2 [ 



ERIC 



1 O 



2{i9 



whxt t«*chcr training was offered, qao also reviewed cue records rdat- 
Ing to pUnning and iTX)nltortns daU coUected by the funded state and 
k)cal educatton departznents. QAO Inteniewed oc oflkials and revlev^ 
existing literature. 



Results in Brie'* cooled nationwide education efforts are not yet commensurate with the 

xv^uiio A epkJemlc'a potential for disaster. TwoHhlrds of the nation's public 

school districts repotted pro\iding formalixed mv education for students 
in the 19S&€d school year. It Is noc. however, offered at every grade 
»ev»i, especially the upper grades, where the probability of sexual activ« 
ity is hie^wst Most coo^uKled education departmmts do not ooll^ 
from students the essenual oianning and monitoring Information needed 
to set program priodtS^ a evaluate suooeas. This b due to a lack of 
staff foU difficulty In obtaining ootmnunlty support to collect sensitive 
seoual iM drus use dsta. One of five mv teachera received no training. 
Although miOority of kiv teschets did receive tralnln;; it was often 
ixmitikitn* — too brl;f and coverage of important topics was Umitod. 
CDC provid25 no ^uidarvr^e to districts on the appropsiate lerigth of such 
teacher triinlr.v 



Principal Findings 



HTV EducaUon Usually 
Required, but Not at All 
Grade Levels 



CDC believes it is crucial that students at every grade level receive age- 
appropriate KT' education to expand on and reinforce knowledge over 
the years. But only 6 pei cent of the school districts required that mv 
education be provided rt every grade level The most coverage is In the 
middle grades ^7 through 10) and the least In the upper grades, where 
the probability' of sexuul acUvity is highest 

School district oflkials told qao they were restricted by already 
crowded curricula (see ch. 1). Most public school districts (66 perxxnt) 
required that mv educxTion be provided at some point In grades 7*1 2 
during the 1888-89 school year Of the districts that did not nsniiremv 
educatkwi. most enn^Ued tantr than 460 students, coc officials should 
pay particular attention to the rteeds of these smaller districts for tOT 
edxioktion. 
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Important Planning and 
Monitoruig Data Are 
Inadequate 



The d«U collecud by sut« tixl local educatkm dcptrtin^ 
knowledge, beliefs, »nd belutvlow are ln»dequ*ie. Thb hwt^w* effo.— 
to 9Ct progrmm prterities. e\-»lu*te sucoe». tnd Improve oper^^ 
judjlivg by our revkw of CK records ««1 dlacuMk)ns ^ 
WlUKHit such Infonnttioa educator* and CDC attempUng to «aae« Wgh- 
rii* behavlore of youth roust rely on the results of other surveys, wWdi 
may not be rdated to spcdflc student populations. In 1988. aw pro- 
\ided ftinds through cooperative agreements, of which one key o^ectlve 
was to gatks- ade<iUAte student data. CDC has developed suggested Que»- 
tions for districts to ask students (see app. III). 

But most recipients did not collect this essential information, cue offi- 
cials said, for various reasons. Because this was the first program year 
for many »t»t«.»n«l«k«l staff to carry out the reqiurement In other 
cases, recipients oouW not obtain state or tocal authorliatton to ask 
questions about students* behavior, particularly sexual or drug use 
behavior (seech. 2). 



Training for Some HIV 
Teachers Absent or 
Insufficient 



Although education authorities recommend that teachers receive at 
least 12 hours of training, one-fifth of HIV teachers refxived no spedal- 
lied training in the subject Most Hiv teachcra(83 percent) did recdw 
training, but it was less than recommended. (>f the nation*a districts that 
offered wv educatton, teachers in 67 pcrcer*. received training of 10 
hours or less, with a median of only 7 hours. Additionally, in many dis- 
tricts limited training time was devoted to key topics, such as the impor- 
tance of using condoms 

Most officials of school districts natk)nwide that offered Hiv educatkw 
expressed a desire to provide more training to their current inv teachers. 
Officials stated that the minimal training currently being obtained was 
related to such probtems as not enough In-service days to offer exten- 
sive Kiv training and teachers being reluctant to attend training outside 
of reguUr work hours. One tocal official, dtlng limited resources, said 
the district had a choice of reaching all its mv teachera witha little 
training or only a few with more irt-depth training 

In oontnst, the 13 school districts directly fiindcd by CDC generally 
trained a Mgher percentage of teatheta, had k)cgcr training sessions, 
and covtred key topics more extensively than other districts nation- 
wide CDC and state ofndals attributed this difference to the direct crc 
funding and the higher Incidence of AIDS in these districts (tee ch. 3). 
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ajc** im'e(h)c«2ion sukkUnet reooRuxK^^ 

trained wtre iMued In Januvx 108a But the A^oKy has noC yet M( 

lUndiwb f or the mmOjer of tiilning houri re^^^ 

ibout HIV or the •n¥)unt of tlnw to bf -pern <m Impoftant top^ 

CDC did not dlffsfree that 12hourtmay bethemlnlLUun 

agency offkiala aaJd they are In the process of roacarchlng the extent of 

training Kteceaaary. 

Recommendations to CAOiwrnn^endathittheSeartaiyrK^ilretheDi^^ 
thp <WrPfi»rv nf a Jcaderahlp role to developing i«>pcx)ache8 to extend 

UieC)ecrecary 01 Krv.relat«deduc»Jonforllth.andl2a»^radestudenli»(2)wo^ 
ilealtn ana Human s'^niucatkmace^U/aaibtKnalkrachcnldlat^ 
Services '**«'«w«*'w«nttybanienthsctprc^ 

education, (3) ensure that state and k)cal cranteea ooUect adet^^ 
fhwi students to evaluate and Improve achooMsaaed programs, and (4) 
devdop guidelines for the tntlnlns of KTV educaton. 



Agency ConunentS CA0<ll9cuascd the contents of tWs report wtth the cdc Deputy 

(KivX the Deputy Director of cxjC's Center for Chronic Disease Preven- 
tion and Health Pronuckm, and the Director of the Division of Ado}e»- 
cent and School Health. They feneraUy afneed with the tnformatioo 
presented the officials stated that rav education should be k)cally 
determtoed and consistent *tth parental vahxs. They believe that mv 
education has expanded to other school distrfcta since GAO collected Its 
dau (summer 1969X COG ofHcials stated that data on ttudena'icnow}. 
ed<e, beliefs, an6 behavlon needed lmpcx)v-«foenL IVy aiaos&id that 
some of the data avaUable. even If not ge^^ 'table, could be uaefixl If 
employed In an appropriate manner. Afl*' 1 or2yeanof ftindlng. 
most school districts In the nation have rs^ begun to provide some 
form of iflv education, although much remam* to be sceompllshed, the 
offkiab said (seech. 4) 
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Chsptwl 



Introduction 



Amencan youth are not inunune to the potentiaUy causm>phic 
and sooal costs of acquired fanznunodeflcieiKy syndrome (aizsX About 
20 percent of people with AES are In their 20». Forroer Suri^eon General 
Kocp t<^ the House Sekct Committee on ChUdxen, Youth, and PanUUes 
in 1987 that "Since the tirae between infection with the ATO viiTJs and 
onset of symptoms may be several >-eai3, sor« prcHXwtion of those aged 
20-29 who have been diagnosed with aies were most likely infected as 
teenagers.** Today, the median incubation period for the human immu* 
nodeHdency virus (HIV) b estimated at nearly 10 years. Of additional 
'x>nceTn. the number of AIDS cases in the 20- to 29-year^ a^ group 
uKreased by 41 percent from January through December 1989, which 
was smular to the overall increase in aids cafes. 

SaenUfic progress has created "a dangerous, perhaps evei growing, 
complacency toward an epidemic many pjc^ want to believe is over,** 
the chair of the National Commission on AIDS warned in 1989. But with 
no human vaccine or cure yet availably aids prevention programs are 
the primary weapon against the medical and social costs of this epi- 
demic. Centers* for Disease Control (CDC) awards for youth educaUon 
were initiated in 1987 at $7 miUion and grew to $25 million by 1989. 
SpeoTic mf oiroation about mv programs targeted to youth in schools has 
betn limited 

The Chairman of the Senate Coraimttce on Governmental Affairs asked 
ustoasscssthestatusof school AIDS education programs as part of his 
ongomg review of education and prevention efforts led by coc 



Background 



AIC6 IS the final stage of the disease caused by Infection with mv. Health 
experts now realize that mv mfectwn occurs years before aids b mani- 
fest, during thb time the virus b infectious to other people. Therefore, 
current emf^iasis b on education about the dangers of mv transmission, 
in the remainder of this report, we refer to education rdated to all 
phases of the disease as mv education. 

Youth are at rbk of mv infection through sexual and drug use behavior. 
They may be at even higher risk of heterosexual transmission than the 
general population. One study found that many youth lack information 
about how mv b transmitted and how to avoid it Yet even those youth 
who did have information dkl not change their behavior. 
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the JocnuaoftheAinerianMtdictlAwodi^to ss At^«t 196a. 
There are amtoUy over 35 BOttoayrnch aged 1^^^ 
Cl::^, thbwaaber ihould bKMMe 1^ 10 percent in the IMH with 
half of the Increase corata|ln'»inocit y ipoui»>Srhoare at fcl^fiitfrisk. 
*nr« poeential for this epUeiaic to'sprt id iOoe wfldfire «awi« teeoaflas 
is bbtactSy ohYtoas^** thediainnaa of atask force OD a<V^^ 
Axnerkan AcadeaBQT of Piedia^a states. 

Several New Yoric state and dty studies fouiid that 10 in 1 .000 1 0-year^ 
okbandtinlW16-ycar«^i8hin|;bhthstatewkiewerefnfected : 
with snr. The fint lar$e atu(^ to <ktennine the rate of Biv infection OR 
coOege caj(q)use8 found that abcnt 2 in 1,000 students wo« infect 

AiDS^ected yo«h age 12 awi over «re less lifc^ to have contr^^ 
the disease throng horassexual behavior or 17 drug use than are Ait)^ 
infected individuals nfpenXfy, data fhxn theChOdren^s Defense f)md 
show (see f1^ 1 a). But transoiasion of the vinis through heteroeexual 
contact is twice as prevalent amoog youth. The data are drawn fron 
73;262 lotsl AJI36 cases reported through SeptenOter 1 
a^ 1 2 and overX of whom 865 were youth. 
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Among Adi«» VbTMM AtfolMC«n(s by 
1 cf 1>tnw)lMion (Throuch Sept 
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Youthful Sexual Behaviors 
Increase Risk of HIV 



Former Surgeon General Koop has said. "Everything that turns up con- 
fUros heterosexual spread lof AiDel numerically and geogrtphically 
Further, heterosexual transmission among tnner-dty minority youth is a 
clear and present danger, said Karen Hcin of the Albert Einstein College 
of Medicine, whodtes an analysis of the most recent data (h)cn New 
York City, Yet the myth that there is no need to educate heterosexuals 
because the disease is not spreading beyond homosexual or drug-using 
people persists, the Otizen's Commiscion on aids says. This belief hin- 
ders adequate education efforts. 

Many teenagers engage in sexual behaviors, sudi as unprotected Inter- 
course or intercourse with two or more partzters, that can transmit Hiv. 
Oatashow that. 
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1. Youth have aex at anetriy age— the «vcrage a^of first Interoouine 
to 16. The OOk* of Technology Assessmem reports ihu 78 percent of 
males and 63 percent of females have sex while teenagers. 

2. For many adolescents, sexual activity is firequent or often with more 
than one partner. Among unmarried females 16 to 19 years oM. about 
40 percent reported having sex once a week or more, and 61 percent 
reported having two or nore partners. An onidal of a nationrJ organiza- 
tloo aervirt youth said that adolescents interpret a *1ong-tenn mottoga- 
mous rd* <onship** to be one with their cxirrent lover that lasts for 
several months. 

3. Much of teenagers* sexual intercourse occurs without the protection 
of condoms. Although estimates vary, studies we reviewed found that 
only about or>«^iuarttr of sexually active adolesoents used condoros. 
Serial monogaray in combination with the reluctance to use condoms 
with one's **monogamou8- lover exposes youth to the risks asacdated 
with unprotected intercourse with multiple partiwrs. 

Homosexual youth, panicularty males, are of spedal concern as they 
have been one of the high-nsk groups for hiv tranKubston in the United 
States. As youth, these teens also search for their identity and struggle 
to estabLsh satisfying rdatkmshlps, leadl^*:: them, in some cases, to 
experiment with heterosexual afflllatkins. « nis places lesbian youth, 
who gencnJly woukl be in a low-risk category, at helghtetved risk of 
infectk>a Such expk>ratioR also serves as a possible link between homo- 
sexual and heterosexual youth in the transmisaion of mv. 

Thus, many teenagers are at risk of mv Infection through sexual contact 
The gravity of the situation is indicated by the fact that young people 
have the highest incidence of sexually transmitted disease (std) in com- 
partcon with other age categories. Nearly one-half of the 20 mlflion 811) 
patients are under age 26. About 2.6 millkm teenagers contract a sexu- 
ally trai»mltted disease annually. The Inddenoe of siD among minority 
youth is generally far higher than among their white counterparts. 

Women who become pregnant through unprotected sexual activities 
place not only themselves, but also their unborn chlkben, at risk of HIV 
infection, as the virus caii be transmitted perlnatally. Ten percent of 
teenage rfomen become pregnant every year, and 40 percent of U3. 
teens wll become pregnant at least once before age 20, the Guttmacher 
Instln*te reports. There are 1 million teen pregnandes each year. 
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Drug Use Also Places 
Youth at Risk of HIV 



Son« teenagers «r« cUrectly at risk of cuntricdj^ mv 
Ing of contaminated needles used to li\)ect Intravenous (iv) dru^ In 
1986, 1 pejrcem of high school sentors reported using heroin and 17 per- 
cent reported using cocaine, which also can be Intravenously IrOected, a 
National Institute on Drug Abuse report asserts. In addition, about 3 to 4 
percent of the 1&- to 16-yearokls in California, Midxigan, and the Dis- 
trict of Cohimbla had reported using intravenous d^vS^ a December 
1988 CDC study says. 

In addition, drugi with whidt some adolescents experiment Inaeaae 
their rlslc of Kiv infection by ddKUng their Judgment, Increasing their 
sexual activity, orcausing addictive cravings. All can lead to high-risk 
sexual behaviors. Some then become involved with other drug users 
who have contracted hiv. For examjHe, young women who use cocaine 
or crack may engage In relatk)nships with men who use heroin, an 
li\Jectable drug. Sudi youth also may exchange sex for money to finance 
their substance abuse. 



\outh Lack Knowledge, 
NotCha tfing Behavior 



The KaJ^nal Adolescent Student Health Survey, conducted in 1987 with 
8th and 10th graders, indicated a serious lack of knowledge on AOS toiv 
ics, such as mode of transmlsston and means of preventkaa In particu- 
lar, youth liad some knowledge about how uv was transmitted, but did 
not alter their behavior accordingly Some changed their behavior 
gnnrndJessly , for example, not touching dooricnobs or sharing popcorn. 

In a 1986 study of teens in Massachusetts. 96 percent saw they knew 
about Aite, but only 16 percent had changed their sexual behavtor 
because of concern about It Of these, only 20 percent took steps such as 
using condoms or abstaining from sex; M percent said they did not 
worry at all about catching Ans. 

Teens experiment fjreely with drtigs and sex for the same reason that 
they drink or smoke too much and drive too fast They tend not to 
believe in their own mortality, states the North American Directory of 
Programs for Runaways, Homeless Youth and Missing ChUdrea Reach- 
ing teens with the AUS message is diffkuh because moot youth do not 
even think In tertnsof tomorrow, let atone 6 or 10 years down the road, 
the latency period for aids. 

Adolescence is characterized by impulsiveness, a dealre for lir *nedlate 
gratification, and a tendency to questkm authority. The latter is cspe- 
dally true when advice from authorities disagrees with the adolescent's 
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own limited personal experiences. Other adolescent characteristics, such 
as their search for ap idenUty axKl self-esteem with a subMq^ 
for peer approval, make it difficult for them to resist peer pressure. A 
lack of social experience, coupled with the dynamics of new sexual rela* 
tiOR$hips» makes It hard for addesoents to Justify abstinence from sex or 
drugs, or the use of condoms. 



Objectives, Scope, and focused tWs review on determining the status of the following. 

Methodology . Jtudentiuv education required by school districts* formal cunlcuU for 

fiprsdes 7< 12, what grade, course, and for how many class periods it Is 
taught 

• Data coUectkm by CDo-fUnded state and local education departments on 
students* mv knowledge, beliefs, and behaviors for use In planning, mon* 
itorlng, and improving courses. 

• ln-«rvice training for HIV classnoom teachers and for how tong topics 
are covered. 



We conducted structured telephone interviews of superintendents or 
their designated staff tiom 232 randomly selected school districts end 
the 13 local districts directly funded by CDC in 1987.> Our findings for 
the randomly selected districts are representative of the approximately 
U.200 school districts nationwide in our universe.' The findings 
represent the status of required student mv education and HIV teacher 
training for all school districts in our universe in the 198a^ school 
year. The margin of error for our flndlnfri Is gencnOly ± 6 to ± 10 per- 
centage points depending on the item. Sampling errors for spedflcnum- 
bers are provided in appendix II. Oir flndin^i for the 13 cdc directly 
funded districts reflect the status of Hiv education in these dties, whidt 
were funded because they had high AIDS casek>ads. 

Because the school district generally has considerable control over k>cal 
HIV education, we discuss the reported activities and requirements of 



Ai^^. — — r'-"**^" -^-"^ "i-iriniim r III iiTHiiiKtinii i 

n^pcndSng dMrtcu Mcsufxatf (or S« p«fM o« 

*W» tMd th« I M7« putte «lurtdcn asnnr latMm of tl» 

WM kM tU* 7, MMkxa) idKMi dtatttlt (mkIi M wpw^^ 



OAO/ntDas^ics aim im 



220 




school districts. CKir estinuOcs 0 f the extent of Kiv «^ 

m terms of the flrwp»«ncy with whWi ichool di^^ 

HIV education activities. They (k> noc inchKie csttznates of the number 

studems recdving HHr- educstion. StudoU estimates woukl have r«^^ 

dau collection at the schvo! level, which was beyond the scope of our 

study. 

Our information on student hiv education reflects what school dlstxict 
ofndals reported was required by school districts' formal curricula. We 
did not talk to teachers or visit dasirooms to see if HIV teachers were 
actually adhering to sdwol districts' curricula requlreoMnts, although 
we did visit one location before our survey. Nor did we collect infcnna- 
tion about HIV education occurring informally or as pait of elective 
oouises. In addition to reviewing the literature related to ATO education, 
we drew on two studies to help assess what students were taught in the 
claasroofR. (See p. 23.) 

The information we present on inwvice teacher training relates only to 
the training that sdwol districts reported -was received by daasroora 
teadm who teach about hiv. Alao^ this informatVm rdatesonly to dis- 
tricts that required mv education. 

Wfroonducted our work at coc headquart*^ in AtUnU between May 
and December 1069. Telephone interviews were done between May 31 
and August 18, 1969. Addttionally, we interviewed ccc offklals respon- 
sible for managing these hiv activities and reviewed associated Hnandal 
records, cooperative agreement documents, and other CDC record*. We 
discussed the results of our school district interviews with ofndals from 
CDC, six states that had the rtMst districts providing uxv education in our 
sample, and three local education departments on the east and west 
coatts to obtain their reactions. Their comments were incorporated 
where ap{»opriate. 

Our work was done in accordance with generally accepted government 
auditing standards. At the request of the Committee, we obtained oral 
rather than written agency comments on a draft of this report. 
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Chapter? ^ 



Stude.u HIV Education 



NaUonH ide. the nuOority of school dbtrim had IncorponUtd sonw fono 
of inv education Into their curricuJum In the 1988^ school ytar. While 
nearly all Urge scboob offered such training a dlsturhlng number of 
smaller school district^ (fewer than 460 students) had not required inv 
education for their students. Even schools that offered mv education 
programs typically did not require them at all grade le%'els. Only 6 per- 
cent of school districts nationwide offered luv' education at each grade 
level in the 1988-89 school year, juv education often was not provided at 
the highest grades, where the probability of high rlslc behaviors by 
youth increases. 

The Centers for Disease Control has recommended that luv education be 
provided at ex. h grade level. CDC believes schoob should present a^ 
appropriate kiv infonnuition that b expanded jpon and reinforced as the 
students pass from one grade to another 



CDC's School-Based 
HIV Education 
Program 



etc is the lead federal ageiKy for iu\ prevention programs Its Division 
of Adolescent and School Health, in the Center for Chronic Disease Pn^ 
vention arvd Health Promotion, has responsibility for youth education. 
CL snationaleducationprogrunpfliP'«<-'ly targets studeius enrolled in 
public schoob because these sciwcb can reach about 90 percent of the 
young people in kindergarten through l2th grade. CDC describt*- thb as a 
multlyear effort to buUd the nation's school>based Hiv education pro* 
gram ax ^courages state and local education departments to 



develop curricula and necessary support materiab (such as texts, 

videos, and worktx)olc9); 

train inv education teachers, 

educate parents to supr^rt an.' education, and 

monitor the programs by collt<.ting student infomution 



CDC Funding Since 1^37 



Since it began efforts toward inv education in schoob in Ik >e 1986, coc 
has funded programs principally through cooperative agreements with 
state aiul locaS education departments. In September 1087, ax an-arded 
16 4 million to U state and 13 local education departments, including 
the District of Columbia. These 27 awards, ranging from i 1 19,500 to 
$342,607, involved education departments that served areas with a high 
incidence of aids cases 
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Abo U\ lOST.CDCa^-uticd 11^ million to 15 lutionalor^anlziUons, 
such 35 the Council of Chtef State School Officers vxd the National Asso- 
aatlonofSute Boards of Education Thcae organizations were lo use 
the funds. ni\gu\g; from 192^19 U> 1302.000. U> help Increase the num- 
ber of schools and other organizations providing hi\' education to >'OUth 

In August and September 1988. CDC exteiKk^I (\uuiiAg to a total of 53 
state and territorial ami 17 local education dcp^nn>^4£. Tte^e 70 t^rcc^ 
mcnts totaled $ 16 7 mfUion. ranging from 181.182 to $441,267. Sina- 
larly. coc awarded $33 million to 19 national origanlzations in 19^ In 
1939, CDC awarded a total of 125 million to &U these organizations. 

Generally, state and local education departments are responsible for 
manajtmg their cooperative agreements, coc prov i Jes general guidance 
and oversight (see app I for CDC's guidelines) This cooperatiN'e effort 
streMcs the importarvoe of providing immediate education about high- 
nsk behaviors to students. Specific education department activities 
mcludc de\'etoping curricula and nuOerials, training teachers, educatini 
parents, and completing surveys of students' inv knowledge, bdiefs. an^' 
behaviors 



State Involvement in HIV States have been addressing Hiv education i* Aiei is shown by a Deccm- 
Education * ^ sun ey cnmiuctcd by the Council of Chief Suie School Officers. 

The counal canvassed all 50 states the Dtstriv^ of Columbia, Puerto 
Rice ti»e Virgin Islands, and Am- in Samoa. Foe* U>€se 54 Jurisdictions, 
ttie council reported (1)41 had eiuter a state law or state pdlcy con- 
reming lav education in schools, (2) 4 1 had a curriculum or a curriculum 
guide for kiv educaXio*.!. of which 32 were advisory and 9 mandatory, 
and (3) 4 1 prov^*t*j teacher in-service training programs for rav educa> 
tion O^y two sutes said they had not addressed any of the abONV three 
cairgorles 

That IDV *diucaUon was required In 28 states and the District of Colum- 
bia wus reported in another survey covering 55 states and territories I 
was conducted by the National Assocution of State Boards of Education 
in May 19S9 
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Most Districts 
Required HIV 
Education in 1988-89 
School Year 



Slxly-slx perctnl of school districts nationwide reported to us that they 
required students to rvcdve luv educutiontaptrt of their f omul curric- 
ula In the 198a^ school year. Of the remaining districts, 27 percent dW 
not require mv education, w«J 7 percent could not be contactfd or 
refused to paitldr^ In our survey. Most dlstricU that did »x»t require 
HIV education had fcvrtr than 450 students; very few had 2^500 or more 
students. CDC should pay particular attention to these smaller districts to 
detennlne their needs in Initiating inv education. The 13 directly c«> 
funded school districts all required students to receive iflv education^ m 
their cooperative agreement fundinj} was earmarked to help pro\ide 
sucheducatioa 



Reasons why school districts rt^ ^ lov education indude 
following 

• State mandates requiring local districts to tcadiinv education any 
tricts* Initiatives to respond to the wv epidemic. 

• The national ki> «^ucation program antf media attention *-out luv. 

As t? why some diJtricts did not require iu\' education, the foUo^ring 
reasons were offered. 



. Conservative community values, fear of community reaction, or low 
incidence of lav infection locally 

* Insufficient school tune to give students the necessary hours of instruc- 
tion as well as parental reluctance for schoob to teadi about "safe sex." 

Some districts ctoX requiring tiiv education indicated that they plam<d to 
implement such programs vxmi or were in the process of dex'eloplng mv 
teaching guides Also, sorrie districts p-ovidcd informal m' education 
either during a school assembly or at the Initiative of Individual tesch< 
ers, they said 



HIV Education Not tchooi districts required luv education in each grade, our rir- 

Provided at All Grade vey of di*trlcu with grades 7- 1 2 show^S. Only 6 percent cfdistrlcu 

i-jypi with grade lr*els 'i through 1 2 nationwide, and 1 of the 13 high caseload 

districts directly funded by coc, required such education at each level. It 
is crucial that sufficient classroom time " provided at each grade level, 
CDC guidelines advise This helps assure that students acquire essential 
age-appropriate krK>wledge about ittv and have the information 
expanded and reinforced each year ctx: and almost a) state officials 
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said already crowded curricula prevented districts from requiring lav 
cdiKation at all {rade levels. 

Most achwd districts nationwide aM the CDOtunded districts r^(Iui^ed 
that uudentsrecdveKTV education at some tinw In the 7th through Idth 
grades At rut three-quarters of districts naiionwidercqiiired students 
to iTcdve h/V education in the 7th grsde, while few offe*' it at upper 
grade leveb (sec fig. 2.1). 



ngurt 2.1: Or»4« Uv*l« M WMcA HtV 
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No«« (HfC«rt«OMtotiltoi>^«>«tl00b«c*jMKht»ai<Mncttm«T*«q^ 
ttoAont grtd* 

Moftt districts nationwide (79 percent) uid most of the dirrctly funded 
districts (69 percent) required miv education in health classes, as reoom* 
mended by coc Health usually is taught in grules 7 through 10. cdc 
ofAcials say Our data show a drop in hiv education in grades 1 1 and 1' 
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Cvcn If hetHh b not Offered In these gr»(ks, Kiv cducttkiR shou^ 

continued tn aorae fonntt for oUkr (ecn9> tn «oqprd«tKe with^TO 

mendatkm The Inotaalni UkcUhood of the onset of sexu^ 

the :)eed for ivlnforoement of the Asa mesMS^ offer oocnpeUbic ar^ 

mcntsfordoin^ao. 



HIV Education Introduced dbtrkts reported that they had be«un Hnr education tn formal cui^ 
«n Primnrv GraHps rkuU before the aevcnthgriKte-KWhsU of the nalkriwl^feaftdcno^ 

^1 rriuMujr wciuw fUwix! districts that required mediK»ticS had in^^ 

fifth {Cnvk (tee fls> 2^)- cxx:ornda}arecocnnMrr>d that 
lavcdi -atkm be prorVkd at eid) grade level If this reoomjne^^ 
were strlctiy followed, then mv educatV)o ahouM be araUabIc tn fUst 
grade or klnder9*it(n« Kowvvcr, ^ven the carljr tntxodu€tk>n of tral^ 
Ing. moM students recdved lov tnfonnatlon before the average onaet of 
sexual or ivdnig useb^vior. 
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Time Dcvoujd to HIV 
Education Varied 



NaUon*lly. from I to 40 cUm periods rvjulned by lav oirricula 
dunivt the «c»drmic >Tar. ihc scJ¥»l dmiicu reported, A cUss period 
usually lasts about 60 minuter. Nationwide districts and tike 13 CDO 
funded dutricts required students to receive » median of tivt daas peri- 
ods of mv educatloti. T^wty percent of distiicla n*Ua ride reported 
thai 10 or more daa periods were rrquirrd, and 26 percent reported 
that 3 pmods a*' fewer were required (see fi*. 23) 
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HivCtfHcallM(iMMO) 




M ft nm 



Uy th« enl of the 1988-89 K^a)ol >>e«r» nKKSt of (he 70 suae or 
cation aficfKiesrtcdvln^ CDC srmziu had MCcoIkctcd fv.titUI planning 
andm<»Utorin|daU.Of thc70snittec9, UdidnoCeveucotvhictthc 
nrctraaaO' surveys on sUidenu* lUv knowlcd^, bdiefs. tzui behaviors 
(KhnX and 3 dcpat-tKixls had not provided necessary <Uu to CDC to 
ex'aiuate aampUn* r suits, rorty*flvc t joductcd aurvt)** ihat did iw 
mctt «s9ettti£} waniards — ihcy were not gencraHiablc and/or did .lOt 
contAin questions rdatliK to studenU* b^havlor». Only collected 
idtquate data. Of the 66 departmcnU lhat did «irv*eys. 27 oUalned sex 
and druxb^wvia^inforniatiaft. but only 8 obtained resulu that met 
both essential vtandenb. The 7A kiv education coopendve ti^reements 
^ith state and tocal education cic;nmnc3:it5 th^ coc fUnde^ in 1988 
Uviudc<l a provbton to gather thh planning and monitoring Informatioa 

tuta daU are critical to manajdn*. *v fJuatlnfi. and Improving slate and 
load edutdAlon drparunrm tin' cducaition projcram*. Using baaeline km 



Planning and 
Monitoring Data 
Inadequate 
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survey data, an education depaitment c«n identify students' knowJed^ 
about HW *nd the extent to whi<A behaviors thu spread HIV tre pTBC- 
uced. Thb infonnation then can be used to establish educatkfialpriori- 
ues and set objectjvei for changing attitudes awl reducing risky 
behaviors. FoUow-up kbb surveys can pcxAide a basis for measuring pro- 
gram Impact and evaluating results. Without such Infcrmadon, CDC and 
educators must rely on proxy tnfonnadon on the general trends of xx- 
ual and drug behavtorr^rted by other surveyors, which may not be 
nHated to their speaffc population of youth. 

COG identified two essential standards for effective xb8 surveys: 

1 . Results should be generalizable to the stud^t population. Such 
results provide an accurate picture of the population and can be used to 
make decisions about the entire tnv program. On various occasions, such 
as coc*s November 1988 School Health Education Workshop. cdc noted* 
the importance of obtaining such statCstJcally useftJ Surrey information 

2 Questum about students* sex ana drug behavior should be Included 
to provide essential information on the extent to which students engage 
m nsky behaviors that ^read kv. Because the basic purpose of wvedu- 
c^non B toehminate such behavior, etc views x^lecticm of information 
about students' sex and drug practices as essentui to setting program 
prvonties and monitoring results, coc has developed a questionnaire that 
school dKtncts can use to assess stxidents'XBBs (see app. III). 

In our opinion, the K88 dau collected are Insuffjctcnt because the data 
are often not generaliiable and because of the limited extent of behav- 
ioral information, ccc officials stated that !SBdau needed ixnpro%'e- 
ment, but that some of the data could be useful, although they dkl rwt 
meet essential standards They stated that some education agencies (1) 
lacked available staff to collect them because this wss the first program 
year for many states and/or (2) had difficulty obtaining authorization to 
gather certain sensitive mformatkjn regarding students* sexual or iv 
drug behavior Among the obstacles to obtaining such dau was the per- 
ceived community concerns about gatheriitg data on students* sexiial or 
IV drug behavior 

Much more remains to be learned about how to motivate kw^-tenn 
changes m the sexual and dmg-usmg behaviors that spread kiv. a i 
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testiHed m June 1988,' Neither public orginizations nor private founda- 
tions providing mv education have done much to asoerUin the effects of 
iheir progrws, recent rcj e^ch shov;rs Faced nithmcthcxJoIogical diffi- 
culties, limited resources, and the urgency of controUing theepkJcmlc, 
early education programs sJdmped on evahiatioa As a result, infCHrma- 
tkm about the effectiveness of publk: and private projranis has 3cai^ 
lated slowly. But tight budgets »nA the urgency of slowing the ^>read of 
Knr aznong youth only heighten the importance of understanding the 
effectiveness of education prx)grams. 

TV federal government should take the lead, we testified, in conducting 
rudimentary studied M what does and does not woric in Btv education. 
Although school hea' education is an field, there has been little 
research or. how to nsodiiy it for mv education. The particular challenge 
IS not s(^ty to impan information about the ef^denuc to youth but to 
modify behaviors that i^ace them at risk. 

in 1988, CDC contracted with lox Assessment Associates to conduct a 
$3 2 million, 5-year study of what educational approaches work best 
with youth in modifying their high-nsk b^viors. While awaiting its 
'xxnpletioo, vahiable Kbb dau should be collected and used to plan and 
modify programs. 



Some Sensitive Topics 
and Behavior Change 
Skills Not Addressed 



Two other stud>es provide some msights on what students have been 
taught about Kn" 

l More than 90 percent of public sciK)ol sex education teadters sur- 
ve>ed by the Alan Guttmacher Institute' reported that tiiey covered 
selected Kiv-related topics. For example. 96 percent reported explaining 
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how HIV IS transnucted (see table 2,1) However, some of the more sensi- 
tive topics* s-ch as homosexuality or "safer sex" practices, were cov 
ered less frequently. The nationwide survey covered public school sex 
education teachers m grades 



T«bi« 2.1' HtV-fl«(at«d TQp4c« Covvrvd 



byS«xEduc«ftonTMClMr»Nattonc»y Numbef»n percent 



HIV-f»trt»dto plocovf>d Covfdbytfchf 

HQwAX)6qtf»o$rTrtted _ 96 

£T! ect»o<tr>eanea$e " * ^ 

Syt Tytorn»ottf>ec>3«3q ^' 

Cofxto ms « s prevgnyn „ ?1 

Sex u»< Oooa»on" fn> fc*>o 

A&swwc* from mTwcouw 89 



Sox oat mono gyny tsprev eoton ^ 

Cc<rf<>er>hdity o*^medc«JtreaifPCrtt_ _ 77 

homMexu^ 69 



Sp«cifc lotirces o. hefp tor stutJerrts 66 

Safer Kx praclic«4 64 



Many teachers responding provided informauon about the condom and 
how to use It, accordmg to the survey, as table 2.2 mdica£<>s. 



C<rtr*d by S«z Educttion TMC)>«r« 
N«tion*8y 



Number* percent 


Condonwvtsted topics coverad 


CovMd by tMChar 


How to u» • coocjom 


77 



Teacn (hat conctoms should be put on before vri vegmjj 
contact by the pern 



Encoofioe corxJom use fo« ^jrevertion of W and other 

sexm^i' tfinsmiited dse*s« S3 

Adoress such concerns u reduced texuad pieesure vx) Uck 

of spontyetty ^6 

Te»cn that condorm shocVj afwiy* be used with sporrrNOdes 45 



^XU*»^ w^Vrt«ur«-fy«t4^4l rrK«ndr^y»Vll»««'m«w 

rnp(mrnt«<lifC«Tdt>yu*ctrripKiiJt7 It wMMfhnt inor^mrM RcaponkMswmiimlir to 

>:^[hUy ffiorr tikHy thm thoM f r«n Khoob wMh bi^ «r imti^ 
iurv«y Tnd)mrrorithr>MrthCcfOiJre||lanofthecouM7yhad««l^^ 
Ml thow frtM the Soutk had « sht^(^y kmwf rnponi( rate tfttn 
Mthoo fM« the liK of the KtO)l «Ml r«t>on thr <at(«ry «^ 

mporanonanumbfrof vftrUl)(r«krtv«8U(iht(^ su|4cKtr\glittlr UMby thnefactoixoUvrUaa 
thM by ilft«rtmcr* by iptdAKy 
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SoKkMHIVEdmUMi 



Z Some important prcventkwi topics, such as proper use of condoms and 
peer rcsistsjKc sklils, were not induded in many of the 43 secondar/ 
school }nv teaching guides reviewed by ox; in an unpublished study (see 
table althou^ ox; feels that the dau should be further analyi^i 
The guides were obtained from cdc's aids School Health Education data 
base, cccofndals noted that the federal lov education role does not 
mandate a specific school curriculum. 



Tabi* aA ii> w vt n tioo Topte> IndudxJ In mi^^^^^m 



HTV pr^vtfiMoo tofilc 




flMCMng 


P#rMiMl FMpofWibWty 


P»er rtsotanca jmd retuMt sMU 




37 


EnTtancemenl o* s«fl-e»teem 




44 






79 


AbtUncncv 


S<x 




93 






9t 


MsooQtniy 


Mbtutf^ (JutTiful with unvi(ect«4 partner 




47 


Condoma 


Mentjooed 




93 


R«<]uc« risx ot eirposura lo HV 




79 


Addiioral protecton *l u4«d together wrth %^jtrm>CKi6 




42 


Used propefly from $t«rt to hnsn v>tth «ach Mxual ACi 




37 


Instruction or (lerro on UM 




16 


Drug* 






91 


Oo not itmt needtw or •yrrge* 




91 


Oanng ol wort(i 




12 


Se«k treatm«nt tl «dd>cted 




23 



GAO/2ai>a»l<Kl Aim Edmt»th* U f»«- SdMito 



232 



Chapters 



Teacher HIV Training Often Inadequate 
or Lacking 



About one out of five Hiv teaciiers in school districts wc surveyed had 
received no training in the subject Even though must teachers were 
trained, both the length of this> uv training and the coverage of impop 
tant topics often were insufficient Most of the officials of the distric 3 
we surveyed in<*jcated an interest in providing Kiv teachers with addi- 
tional training 

Teacher training is a critical component of effective school- based mv 
education. In June 1988, the Presidential Commission on the niv £pi* 
demic reccmn'.ended thai Hiv teachers receive extensive in-ser\'ice train- 
ing before they begin instruction In addition. CDC recommended in 
January 1988 that m teachers should receive specific training as soon 
possible (see app I) ' 



One- Fifth of Teachers survey showed that about one out of every five luv teachers nation- 

M f T ^ wide had x)t been trained by the end of the 1988^ school year. Twelve 

iNOt 1 rainCQ percent of the school districts nationwide that required student mv edu- 

cauon provided no teacher traming lii about two-fifths of the districts 
not providing training, officials said teachers do not need H£V traimng, 
and the r :mainini; three fifths ated vanous barriers to training Thes^* 
included lack of in'service training days and lack of money to pay for 
<>ub3titute teachers to relieve Hiv teachers for training 

ln-«;rvioe hjv teacher training was available and utilized by the majority 
of teachers m our nationwide survey » b'peafica ly, 83 percent of lUV 
teactiers in the nation's school districts actually received tlie training 
All 1 3 ctx>funded school districts provided Hivi*^chcr training, 91 per* 
cent of the kiv teachers in these districts received hiv training 

A?veral reasons for the reported teacher trailing coverage were given 
b> state and CDC offioUs Two state of fiaals said that school districts 
understand that teiichers need to receive iiiv training Slate mandates 
HIV teachers requesang training, and coc's emphasis on training were 
listed by other state officials as additional reasons The extensive pub- 
licity concerrJng nrv and the ready availability of mv teaching materials 
Mped boost the number of teachers trained, (vc of fiaals added 



'a*-" CmXw > for FyTfcuvf Schooi ttoHh Lducumw lo PtrvtU tr» Synrni <* AUfa . Jn IW8 
trarhrra for Vt* xant r<Kt%tuy Ut ccmptetr mxti trunutf 
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Length of HIV Teacher teachers in school district* that required Hrv- education do 

Tra i n i n tf Off on active Hi>' education training. U generally is not a* extensive m educa- 

1 nulling UllCn Uon experts teconunend or school districts want Officials of slate and 

Insufficient education departments and national educaUon organizations 

believe U.At teachers should receive a minimum of 12 hours of inv 
instruction This provides t>asic information about Hiv, they contend, 
and helps ensure comfort in discussing topics of human sexuality More 
training time is necessary for teachers who lack a background in health 
education 

Generally, wv teachers received less than 1 2 hours of training, school 
district officials nationwide told us (see lable 3 1), In 67 percent of 
school districts nationally, hiv teachers received training of 10 hours or 
less, m 32 percent of districts, 4 hours or less 

HIV classroom teachei j In the 13 coc-funded d stricts generally received 
more m-sen loe training than those nationwide— a median of 12 versus 
7 hours However, hiv teachers m almost ono-half of the CDOfunded dis- 
tncts received training that lasted 10 hours or less 

Tab4«ll COC^urwM Sd^ D««trtcti M^^BUniiaBIII^^HB^B^^^^^^B^^^^^^^^^HB 

TVP«o<t<tw>o t<|t»trtc t Jl^il^ tU(U$n qOwuc 

I3<^tuo0e<j*»trc»_ _ ' 8 " " 12 16 

ccc has performed no systematic classroom observations to drtendne 
the nature of mv education provided nationally We visited one location 
before our survey and observed a range of teacher quality In terms of 
the informiilion presented, teaching style, and student reactions 

ox: issued guidelines in January 1988 recommending that Hiv teachers 
be trained as soon as possible But It has not yet developed official or 
even preliminary standards for the number of training hours required 
by teachers to effectively instruct an mv course While etc officials did 
not disagrw with the 12*bour mlniiiium, they contend that sufficient 
evidence on the optimal number of hours for Htv teacher training Is not 
availab»e to support & specific level of training cur is ctmcemed that 
recommending a minimum amount of time for teacher training may be 
undesirable, as it may mistal<enly be used as a standard. However, in 
ligiit o! tne senousness of the k:v epulrr.ut, preliminary guidelines that 
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TAwiMT Hn'iWii^ortMi ii 

orUcktac 



arf updated as a<idUionaJ research daU are available would b«i appro- 
priate For li«tance, guidance on the amouiii of lime to be spent on Indi- 
vidual topic* to provide meaningful instruction v^xmld be uaefiil to 
school district*, even tf » total time for the entire inv teacher training 
ctniree » not provided Such guidelines on content and coverage would 
be a first step In ensunng the quality of the inv training 

Uuiiied re>ources, such as funds for substitute teachers while mv teach- 
ers are in tr iining. prevented districts from providing more training, 
state and local officials said. Among their responses 

The choice was between reaching all luv teachers with a little training or 
only a few witl. more in-depth training 

Srhool idmi nLstrators may not understand that training t/^^hers to deal 
with s-nsitive Hiv subjects requires more trair^j-^ time 
Teachere in the 13 coc-funded dL^cls generally received longer train- 
ing, because of the direct CDC fu* Jing available and/or N^ause the 
higher mddence of mv in il»eir communities served as an Impetus. 

With respect to the latter, if a higher aids caseload has been an Impetus 
for these districts, ujwr districts should not wall for a similar problem 
to provide their motivation for pursuing hiV education The chief benefit 
of Hi\ education is to prevent infection from occurring. 



1 jmited time was devoted to some key topics in teachers' luv training, 
perliaiK in part due to the insufficient length of in-ser\ice training For 
half or more of the naUon's school districts, training covered 6 of U key 
topics for 16 minutes or less, which educators contend is an Insufficient 
amount of time These topics tended to cover sensitive subjects, such as 
the importance of using condoms and the daigers of unpn^ected homo- 
sexual inlertxRjrse and multiple sex partners (See app V for a list of the 
key topics with their coverage ) 

Conver^ly. in the 13 coc-funded districui. the 14 key teacher training 
lotrics almost always are discussed for more than 16 minutes, officials 
n; ted Most of tl»e distnctn addressed sensitive topics for more than 
1 f) . nutes Topics included the imporunce of using condoms and the 
rvsks of unprotected hoir.osexiwl mtercourse (See app iv for a list of the 
key topics with their covera^te ) 

Teaciwr training Miould cover lopics arwl approaches having the great- 
est ixHenual for changing studei.^ behavior that could lead not only to 
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AU)Cs but Also to teen pregnancies and drug abuse probtomft, cdc gukle* 
lines say. Among these are modes of Kiv transmission and behaviors that 
sl^ead Htv; ways to dlsoisi sensitive topics, such as the use of condoms 
and homosexuai behavior^ and ways to help youth resist pmuasion, 
gain d-cislon-making skills, and buUd self-esteem so they can resist risky 
behaviors These topics should be covered for a sufficient amount of 
time — more than 15 minulcs~to allow teachers to gain expertise, edu* 
cators feel 

But teiichcr training for some controvers>al or sensitive tav topics was 
limited, state and local officials rKXed, vxause school stuff or individu* 
ids in the community were uncomfortable. With Ufr**ed training time 
available to start with, one st«te official said, topic* chat are too sensi* 
tive for leaclters or the community are just not substantively addressed. 



Mast niQfripfQ WmilH More m service 'rammg is needed, school dlsl,-ic» officials in 64 percent 
ifiwt iyouiv.u> of districts asserted, and 25 perrem said more KIV teachers we needed 

LOKe AdCUtlOnal nlV Schwl district officials naitonwidc listed «e\'eral problems that inhibit 
1 6ach6r Training tl^** ability to give teachers additional training or train more teachers 

Among these problems arv the following 

• Too few in*«ervlce days available U« do extensive training 

■ Teachers' reluctance to attend iraimng held outside of regular contract 
or >A'orking hours 

• Not enough money to i»ay for substitute teachers 

• T<»o few Nubstilute lea^ht-rs to release Miv classroom teachers for 
training 

In 12 uf the 13 crc funded districts, officials want to provirle more mv 
traimng to teachers In 7 of the 13 districts, officials said t\c number of 
teachers trained is fewer than needed Officials listed barriers similar to 
distncu nationwide, such as too few in-service days for extensive train* 
ing. loo little money to pay for substitute teacher% and too few substi- 
tute teachers to relense i"v classroom teachers for training. 
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Conclusions, Recornmendations, and 
Agency Comments 




Conclusions 


Two-UiirxJs of the ruUon's public school dismets rtportH inv education 
progrwns In progreM In grades 7«12 for the 1988^ school year. Those 
not offcrlnx Hi\' education tended to be the amallcst school districts. 
Additional focus on these dist>icts Is needed to ascertain theirneeda In 
iniUailng Hsv educstion. But only 6 percent of scivx>l districts nation- 
wide required Kiv education at every grade level, as ccc wcnuncnds 
HIV education drops off noticeably in the Uth and 12th grades, yet this 
is when students become more i^xually active. !*loreover. Important 
dau on students' knowledge, beliefs, and behaviors needed to plan and 
monitor luv programs cither have no< been collected or are inadequate to 
set educational prirriiics. evaluate success, and Improve itiv programs. 






The m^)onty of teache-s in school districts nationwide that required inv 
education have received in-service traLUng on how to teach about xm 
Such training, hov^vver. is not as extensive as the districts prefer or 
ttuthorities recomitvnd One out of every five kiv Instructors has 
received no training 


? 




Judging by available statisucs, yo*ith are at risk of lav infection through 
various sexual and drug use beha>'inrs. They are at higher risk than 
adults through h^rosexual vxploratkMi aids education programs are 
the primary means to prevent »»> infection In youth The effort to edu- 
cate youth about aids began only after several years of the epidemic 
Although education is incmcing lit scope and sophistication* it is not yet 
commensurate with the threat posed and the call by the Surgeon Gen- 
eral In 1086 for Immediate artion 




Reconunendations to 
the Secretary of 
Health and Human 
Services 


uAO recommends that the S*^tl«u^' require the Director of ox: to ( 1 ) 
take a leadership role In de .etoping approaches to extend and reinforce 
lUv relaled edvtcatton for 1 1th- and 12th'grade students. (2) work 
^tale education agencies to help smaller school districts overcome 
resource or conunumty barrters preventing them from offering iirv 4xlu- 
caUon (3) ensure that sute and local grantees collect adequate KbB daU 
from siudents to evaluate and improve school-based programs, and (4) 
di-^etop guidelines for the training of teachers who instruct the niv cdu 
cation courses 




Agency Comnrients 


We diKxtesed ti*e contents of this report with the coc DepfJty Director 
(Hi> J. the Deputy Dirt^tor of aic's Center for Chronic Disease Preven- 
tion and He^th Promotion, and the Director of the DivUon of Adoles- 
cent and School Health They generally agreed with the information 
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patented. The offklAiistifted that »v«ducito ^ 
that Btv educudon Im expm 

of our dtU cc^S^tkin tKt mmmt of 19^. CDC omcUlii «tikt«l > 

tmprovcment bui that soq>c 4tu, cm If JM fimnkable/oboM l>e um- 

(UL AlterccUy 1 orSyon of f^vd^ 

distzicts in the ^aUon ha ve begun r^^ldly to pro^ 

ediicatk)!), at:h(>U($h much resudm to be accoR^^ 
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Appendix 1 



Excerpts From CDC's Guidelines for 
mv Education 



PUn^lny and Implementing Effective School Hetfth EducJtHn 
•bout AIDS 



tw<p M»wr« tf*M vOuf^ i)»oti*9 un0«f tund tM ntwrt ol th* AJOS tOnO^mtc 1>a IS« 
tp«cif< Acvont Ihtv can to p»»v«*y M?V mHcitOA. Mp*ci*l>v durirtQ ih«w 
•do)*«<*nc« end r«wrtQ •du*/*ood T>»« iip*of<< ICOP* •Ad corctM 0( AOS tdwCMion 

t«c»wM AIDS « • f«ul CttMM •Ad b«<«wM •OwC«tM«g yvwng P*OOM MMut 
^•ComtThQ inl*ct*4 trvrowQM miuaI conuct can tw coftvovvrti*!, KhOQl trttvmt 
*hOuU oOt*^ tfota <ofn«nw«vfy p*nicip«tion to tfut Ktwel KmUTi •dwcMton 

poicu* p^oQf am* to p'Vvvo* tM •pr«*d el AOS loc«irr d* w wW»«d *nd an 
ce«H<«t«At «wth commwfwiv valuM. 

Tha d*v«4ocmtn( of Ktkoot »«tncl po)«i*« on AOS aducaoon can b« an UnponafM 
«ot Map ft tf«v«<o<»«ig an AOS ad^wn pfOO* am in aacft convnun^y, fapratanta- 
VwM o< t^a Khodl toa^ acftool adnMwatratort and facwtTy. thoci h*«.*0« 

aa^wa*. ioca< w>a«<a* aooatin. tHa oc*« naaWi dapartmao*. ttudanu. nvnonty 
^rowpa. ^ 9<Ou> o^nuattont. an^l otMf ral#«an( OfQanaaCiona can ba t«kvOlwad m 
dav«4«».^ P0J<*at (Of Kftoot h«aC(»> *;;ycat«n to prtyant ipraad ol AOS. Tha 
pfOc*«» el 9<A^ davaioiMriani can an«6t« ttma rapfaaanuovaa to raaofwa vviowa 
pa^YOactrv** and op<n«nc to •fUt>t'»^ a convr^imani lo# tmplamanbno and main- 
taining AOS aducation prorama. an4 iq a«uO*4ft itandarda to* AOS ad.iC«tiOn 
pfogfant aci>v<tiat and matafiaJt Many convnuM^* alraady ac^oo( hatSlA 
cownciH tHat McMt r«prM«nCK>««a from t^a aloramantionad QrosfP*- Svct* cownuN 
(aci<<i«ta ft* d«v«<opman4 el • b^oad bat* of commsin«tv aKpatiaa and ^poi, and 
iMv »nn»t<9 tf»a coo-d>natton pi v»r*owt activrtvt wtNn tf^ compra^ana«va acKool 
haaftft proo^an (M 

AOS adocaiion pr09«am« »Nowtd ba d*y««opad to addraaa t^a naada and IM 
dava^opmanui tavatt ol atudtnit and el tcr^oo* aga yowt^ w*fM> oo not attand acttool 
and 10 addfatt spaoftc naadt el n><ncntiat pafaon« tot «w*«om Cn^dah ta not tha 
p««ma/v U»o**K* p«<tont w* a ua< Of haa'mQ impairmanta o< Odw taafmng 
d^""" 't>at Ptant *o* ad(Va««>Ag ttwtWmt <.«*a«oont of concafna abouf AOS at tha 
«afiv •tamaria«v 9fada« at *t 'o* p«ovh|m>q aftactnra acnool na4>th adwcat«n 
about AX>S at «acn o«aO« fiom lata atamamaor'middia Khoot tVot^o** |wn«« 



T^a Natton t pwb(< » 



')tt hava tha capa^ry and f«toona%i«y lo 
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CKmvto n««i CDC* <mm;«<m r«r 



(OwcMion »bosM AIDS m«v b« mott AppropttM* •nKtfv* c«m«d out 

(bunOaoen to* wnd«m»Adkne tM f«Uoon«Mp« bM«irt«A rwonal b«h«vwf aod 
hMtm (7-JI Fof fun>cl«. Mwca(i«n a^mI AK>S may b« mor« •Itoctftrt w«t«n 
(tu4«nt> ft •«propriaM »0*« fnor« knO««4«d9t*b4« Mewt MXMity VMamkMd 
d««MM. drva tbuM. CAd commwMv h**KK N m«v cIm h#v« QfiMMr impAct w«MA 
tft«V K««« eppO<tu«wtiM M <)tv«t09 MCA M d^CitMA-mtkiriQ 

ca(«on tMt. rM<«uiK« W p*rwM>o<\ And • ••am o< Mtf-tffiCACv And M(f««M«m. 
ho»»tv«». •tfwCMWt vbowt AJOS •^Owtd b« prov«dtd M r»ptd«V M pOM*b^ 9Vn M M 
W IMOM tfWt««V M • Mp*rM« MbfACl 

Su<« 0«p«rtm«m» of •dwc«t*on ond hMNh •hewM «Myt top«tN«f M ^•(p loc*i 
d«4rtrf>*M» of •dtxM'Ort tAd hM.nh throughout tut* coMbo<Mn^ 
tfhcu^ Kftooi h««»th oducirfoo •bout tJOi AlcrKM9*> •cf«ett tn • •!«« ihowid 
pfOvid« •ff*clrv« tduC^Mn ttkOwt AtOS, pnonCy thOwW bt Q*^ to •#••• «Ah th« 
hfQfwft r«po^ tnod««K« of *JOS C««0«. 

Pi^>ar»tton of Education P*nonn«l 

A Usm of t«pro*«nt«tn«« mcludino Th« local tctioel bO*r4L p«r«M l**ct>0<« 
Khooi •dmMttr«torft. Ktw^ phyttettn^ KtOOl nwrMC l««ct»^'«. 
«di«c«oon*l twppwt p«r*9*w*«l. Kted ccun—to'H. t^d o«t«< r«<r<«ni ocfMOi psrvoA* 
n«l p«n*rt' tf»if«n9 tbowt «; th« n««j<f of AOS •pM«m< AAd 

m**A4 of cootro<w>; ^ *(K««d. b) th« rotf of th« ccttool m provtding xfcx^hoo to 
pr«v«nt trwwmMtOA of HfV. c) mttnodi And m*t«n«l» to •eoemcl<«A •f*«ciW« 
PMiptm* of KfKKrf h««ntt •dvcMtOn tbout AJOS >wd d) »choo< po»<i»« Ky muOtrtt* 

•Ad«Ut1M>9m«vbtint*CtOd In tddtiOtV • tK ^ of tCtVOOl r#<«0«V««l fMpOOWbU «0f 

t«*c«wtg AbQuI AJOS t^ouid r«c«w« (nor* apact^ tf ftwwn^ About AJOS •<k«c«(40A. AI 
»choolp*<*onnt4.*to«C>«WrV^M*wttOt«*cA«bCut A5^ ~^ p«oOd^<«ay thOwtd r*o*«w« 
coAt<<HMng tduCMiOA •bout AJOS M •*«>>« *^*t tf^ « th« tnutt ln*ocm«' 
l«n*t«utm««^ofcOAtroN*A0tNt*p>d*<T« wp-to-dm Morm^tito About 

th« moM •fl*ct»v« K««Jth •dM«t>o«t im*rv*nMn* . ..JAbto Sut* Aftd tOMt d*p*n> 

of tdUCMjOA Mid h**W\. •• «r«« M COK«9*» of •4uC«tlO«>. IhCwId •••SK* tfVt 
•wch wv«*«\^ trtMM»a it m«d« iv«J«bt« to Mi tCtOOi* in tM tut* M toOA •• 
po««tbi« AAd (Hat contmuM^ m-«««v%c« A^ *y» — <V K« tfVWMtf !• AMUA g uAWC t v 
prOv40«d Th« tOCAl AChOOl bOA/d »SOutf tVM r«<«AM tifAA M P^OMdvd tO 

•«\Ab>* AChOOl p«r»OMMl M (OCA « tr*<AMO 

rrogrsm* Tftught by QutlifM TMch«fs 

In tfn >>ini»/)tvy o<Ad««. Mwd«Ata Q^'^Mhr OAA r*OuUr CtMX^OW l««cH«« 
In ihMA Of AdM. •OwCAt^ About AOS ihewtd b« pr»^«dAd by tt^iM* CtAMrOOm 
MMtM* b*c*uM IhAt p'^->OA id«A»r Ahowld bt tfAiMd And •■ptnonCAd In cMd 
d»w«*o^nArtt •©•-•CipropMIA lAACh-^ ^»•t^Od*. eh»W h«A«^ Artd Aiom^ 
•OucAMA in«tftod« And nsMAcMtA In Add<««v. IM A l Am^wy tAAcM' wawa»i^ it 
M*N««y« to nom\Al vA^iAbOAi <A cMd d*v«4opm*ni ond AptKwdAA wtnin A <£•••. In 

th« MCOAdA'V O^Ad**. AtwtfAAU eAA*rA»V K*V« A drft»r««M IAACVAT *0f AACh AubfACt in 
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I PutpoM Of Eff •cttvt Educttlon ^bout AS)S 

} f duuoontf |)f«or««n« ihowld ttal IWwng 9«)p^ KQU<n Ih* fa WiMdQ^ tnd 

SchOo< vrttwn* a£«wid m>u p^»m« <>»<>b*t tfvM wiK fk»t>i4 «Meur«o« 
pM<M w^o l«M Mt •ne*0^ svu^ tntwYMTM tnd toM 
Men drugt w Mnofw* W- 

• Abtuin from mmI InMfOkwrM undl Vwy r^tfy 19 iU»tts • mw^Mty 

a •nwtt. vtfvh trm » ^•'vw^o* 

t^:c«(-w. (A <enM«Mlon «»4lh ind •fMM. $r9M$ KO% 

■I j pli n ii. n in t Ti ^ ^^-^A^^ un.^n. T^^UAA 

fWk el Mn« MacMd. or ««*WM HT/ M«c«OA ««sM 

• Utifl« • l*» COrtdOrti «^ tC^mWd* « l^n •now >« •••M^ 

• Not tft«(ing or tattm b ^ «c t iow •qwlpnwnt, 

• HfV cewnMOAQ tnd tMClf)« IT MV MKten H AMpMMd. 
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Cuakulufn T1m« and fUtourcM 

ScN>oW *i*<^ «aoc«tt •vi»c*rt« r nor^ •«« f 

H^^^^m IMC^•^ fn«(M04>l tftf mtMrt*^ abOU AOS w« •<r«a«til*. In 

Proy am ^>m»n«at 

!• fWy«f< «!• SOTMd 0* AOS" t9 twCMtV^^Md « tfW t0«OW<A« ttHW 



1 To wftM e*««a. loocft^ 9t<4 ■pc»t»<<w ««w>m>w>»- 
r«p»«MAUt»^ i»woh*d <) o*»iop<i>«. Iwi pU minriwf. ^ X fg 



1 To «*4t ••IT* to »»««r»m iPArf*! M m lmrirt»M M<1 «! « iw©** 

uv i Hx t***^* acKool »<ooi0t «A#r 4en »f09r*m7 
i To to «to P'OOWT towgN W cH oo n im «MQhor« to 

O^i^onWiy f*«JOO fcrtd W W*^* •••''tort C<^•f 

in>o4 potoMMi ki oocoi^conr ' 
4. To M«wt •rtofli to proofim aotiy x »• •^•"toi 

lAowtodo* 10 provoAt MV to«M«0A «t MCft oppfoonaw r^^' 
i To^^««t<*<dooi»>oproo*twdo»cnt>o»oteimi » Mclifty^to«>c«io»vOM»t 

poooto ond "Wlu^ •no«Oft«iW» «toli»!#«Ol>Jpt wWifc^ 

^ To ^Kwi o*>»wi » tfto tfoy >^ to ht*» woftoq* wwao^w opo ca t 

lypt Ol »»l *»t>tw tfX ftit Ol bowaMf Hrf t CW d W 

7 To wMi o-to^ to o<to«^ lrow»»< iboul AJM ewtaoa lo» oeftool odr*a^ 

ft Tow*«*«tortOfOO-'Bofrt*Ker^«*t*«»OC>««#«*<«^ 

•dwuftOAOl mowMo prevWwt iof •OwuttoA afto^M 
• To wMi ootH *«« it<i« ottcoMo* at^wynoo o* AOJ oAiUMa bolnt 
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Awntten — ■ 

Estimates and Sampling Errors for Selected 
OAO Interview Responses 



VMM* 


SI 
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Sdttol db»cl» not rtqMkfng w: «*xalion 


27 


6 


ScfMOltKlrtctt fl»«J« 7' t2 ftqurtng HV 
rducsaon at «««ry gradt tov«l 


S 


4 


Schcd d*Sict» PKjuWnj HW tiXicrtcn in rw«h 

O0U«M 


79 


e 


S<*«< (Sswctf iK!h «V teacher* cbt«rr^ Jrv 


» 


s 


ht; isKMn nne»m wMTvc* fr«rs>o 


33 


11 


Sdvxi rttSrictt riportng lh« rwnbtr f* hfV 


Uor«ewt«naugri 


9 


s 




64 


6 


Lns ran 0 nc«(M 


25 


7 


Sdtcet dtttncts ncortna 


Thty to to iBOf* HV ivaarvtca twng 


S4 


9 


TT» «Twnl ol tvwvct *lrt«J/ recesrtd « 
about riQhs 


43 


6 
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AtwndlsDI 



CDC's Suggested KBB Questions for Students 



4XDS It • rtxy i«Ti««. krUcS iv^lM U mt ««ctM. BmIA HtUitlM tr% 
ciTlM » fta< U» te«t M7* t* c«Mk »M»U ASM «U kMBS 

«v«I«f^ 7W CM ttlt w zas kaev aaC kew zn 'Ml aWvt tlt»/&t. 
TM iaf*n*cl«0 *!♦« irtll W %»ti tt 4t*«I*» Wttti AIt3/irr •«r»it«» 
>r»(iMt f*r JMBC 9«nl* >^ 7««t*«lf. 

DO ICT rcltt m trtt •wTtT ST «afvtT 14* «smr« yw 



will MC «ff*«C /MI fr*4t Is tklt «.1«M. 

«»itclcm* U Utx. 1 Uac m m**n y**i Wck<iMa(i •alJ V« c« 
MC U ct ft»< MC rrcr «4M. S» viil trtr k« r^iCH. 

All y*»i *B»«r M t:-« tawi tXttt. Mil U tt« <tr«l«« cm»1«c*^. 
iMtncttM* if li*t (fiM ftUlB« *M CM «T>«7. aad »!•«• JTW tacvtr «hMC 



T*« MH c* wairic«a<l cv* iilicH vor<« s»t< la tbtt rirr«7i iI63 «rd K.T. 

• i!CS sctf>oa f*t K<«ti*d laaKM4«ftctcBC7 «y»4rcM. 

• A12S Is <»**fi ^ clw TlrM. IIT. 

• IIT ■cwd4 f*i hnMB taMM4iflctrKy SXV t* vtru 
CMC AIM 



Tsuijz TOO mt »KC« n» toci ntf . 
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tt«4 —tk «M«tt«ft *«r«miy. till U cJkU m 7*« " 
MtdM* tbt letttr vf T*^ ia«w«t. 

1. Mtet %xUm 7«« UT 



2. VlUt I* jr««r MsT 



). I«v tl« aie 7««T 

u Tuu OCA 03 ncKxa 

c. li-Vf TUU 

t. If nUX OLft OB 



4. Art 7*% llt^U tr UtlMt 



S. DMt t« y««r tMtT 

«. sua 
k. vim 

C. AfOtlCW imUt 01 ALAOU UtlVZ 
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T<^to 0>vered During In-Service Trai^ 
13 CDC-Funded Districts 
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Ibpics Covered IXiring IibService Training by 
School Districts Natiaiwide 
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OMwml AccowtlaiOmc* 



&2392M 



Mny 1.1990 

The Honorabk John Glenn 
Chiimuut, CorenUtuc on 
Govcnonenul Affaln 
Untt«dSl«tcs Senate 

De«r Mr. ChainniA 

Thto iTport tT»po«<b to your re<ji»«5l cocKWTdn^ 
prtvcm thetprcad o! the humn ImmunodefWency vlntt(HivX which 
causes acquired ImnmwxJefldency ayndroine (AM). It lujmnartsea the 
Centera for DIaeaae Control (cue) eff octa to educate out-of-«^»^ youth. 
We are lssuU>|« cooywtton report on KiV educatkm In the puWk achool 

ayatem.' 



Resuiis in Brief 



Background 



ac haa »ccoinpUah:d relatively Uttk In FtovVJinc 
of-tchooJ youth. TWa to b^ juae: (Ucotfa Center for ChroiUc Waaaae 
Prtventtei and Health Prcwfidoo (octwX whWi haa 
tty for yout^ InMany ttffMed the Ur«er. 1(^«^ pofittlatlc^ 
state and local «ducttt3n ^iMiet to acn?« an yotsth txpe- 
iteK» with thoae out of achool twl tht ocianl«k»e that aen« then; 
«nd (3) f ew fuVteUnw or apecUV^ tar«et«} aducJOknal 
imeavallaUe To (wcometheae barrier*, ocaw plana to fund local 
health departmenU or community orsanhatlooa to act aa focal poteu 
f or pfovidin* aervkea to oufrW-a(j¥»l youtK tncludlni ttnr ed^ 
liowever. ihto approach toabawty Mng cairfied out by anodier center 
wtthin CDC, the Omter f or Prtventk« Senrtcea (cw). Theref crt. we 
believe that CDC ahouki reaaaeaa tocurrent alratetr toward reachini 
Wih-fteK outK>f«hool youth, apecincafly conafcScrinl whether the 
of-^chool youth cocnponentof ccdiw »hould be netted with coCa 
existing prevention programs. 



Out-of -school youth, inchiding runaway* and homeka*. migranta, and 
tho«e lncaiter»tcd, ajT at greater peri: of Am* than other youth because 
they are i«« likely to engage m hlgh-riak aerual and drug activttica.' 
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Dxt» suggest that the rate of mv Infection unong cut-of-«chool youth 
may be W^h*rtndlncrcMii^f»»tcrthwther*lcaiTKW^ 
a<k>k«cem populatioa TlUa froup to ttoo mor« troub^ 
uippc«, and b nuK:h V-ia »cc««#bte and tni«in| U«n ln*4»^ 
who live In lh«lr own hocne*.* ilKV «*y in cowtjct wtth other 
rc»ort to xKoitltu:Joi;. thereby tervtai a po«a>te 
tkm from hl|h- to low-rkk frvipa. 

People In their 20i tccocnted for about 20 peft»t of «a rn>^^ 
cases throu^* 969. The number of AiDicaMaainong this group tn 1989 
lncr«aaed by 4 1 percem, which WM ilinUar u> the overiU tocreaie ta 
AJW caaea. »ov Infectkm occur* ye«» before AOS to manife«; during th% 
tlnK, the vtiTM to Infectioua to other people. Because the averafe InojW^ 
ikxi period between Knr Wectk» and the tinie peopte actually ochlbtt 
Att)««v»npto<n$ to about 10 year*, adulta who have ASM tn their 20i roort 
Ukety contracted Kzv as addescents. 

Ejcperu coodude that tt to nwrc dimcult for those youth who niay be 
troubled and i^no lack adult guidance to refrain from hlgh^ behav- 
io« than ctiier pdoJeacefit*. Addttifr;xa2y. those out of school have more 
aeflous psychotefical proWejm, such aa depresdon and anxiety, and 
behavtoral pfobkms, «Kh as suicidal tendwles and problem* wtth co^ 
duct, that m»y influtnoc their rtok-taJdng behavior 

The National Networlc for Runaway tnd Youth Servicea estimates that 
homekf and runaway youth rrtcnber between 1 S and ^ 0 million 
yearly, and that between 1 00.000 and 000.000 are long^enn runaways 
or "street Idda, " who fend for themseNea roost often by drug deaUng 
and prostitution. 

Kiv education pTogrami should be UUored to a youth's aae and levd of 
functioning and consist of Information on what AXDi and Kv are. how the 
virus to spread, and what people can do to prevent tnfecticn. Educating 
out-of'school>outhtopajticuiarlydemt ding because they are dlfftelt 
to reach, practice rtsky behaviors, and face » myriad of other probteas 
that malce their education arduous. An effective ASB education program 
f or theSL* youth shouVl Indude straicgiea to provide them with tnfocma* 
tlon and materlato on Att» transmission and prevtstflon tn a langusge 
they can understand, develop prictical and realtotic sidOs to chsnge 
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'wih-i1ikbdavk)n,««3 ^ their tmracdU^nwdi. We refer to edu- 
dcr or thb report 



jyective, Scope, and 
MethcJology 



Ogr main oWeciWt wt» to pcwVfe InforwiCton «». « 0« <MW oC OJrt 

Ccrter for Chroitfc CtoMie Prtvtudon and IV>4kh Pro«>d» effbctt to 

tduon ogt-rf.«*ooJ yocth about AK* 8p«lfV»^ 

nUne the WU«a«i ai^d fundU^ •I l>«widto< KV 

o«i<rf-«chool youUv We rtvkwid CXJrt OW^ 

SchoU Health tnv Muctbon Pmofram cndttYOCt wthln CO DWy. Wt^ 

examined CDC fKorti and IflUrriew^d CDC offWi^ Wi li^^ 

admlnMritori f (t» the nackxsat MfuOaadow (aiK^ 

^^work for IhMiairay and YoMth aerirtoa) fl»d«l to r»«* o«t^ 

«a»oJ or witoortty jouU» and lUte and toeal aAKtto 

crtx We eekt^ and Uterrkwwl ofrwali fttw ooM^^ 

ntotiow (wch aa ninawty thelliw ard eriito anuri) pcfa^^ 

<wi^«hool ywUi. AppendU 1 pcov*<tea a comp^ 

rtiaUofn tad aicnckt we co n tac ted 

We aJw examtaed «nr tiucaUon pror>w«^ 

Khool yoot^ funded by ctxTf Center for Preventive Scrvtooa, othtr f«d- 
CTd atendea. and eelwsed awt»imky*aaed orjanJ^^ 
tntervteva wtth appro()rt«t« ofndaU. 

We condacied our review between lUy and December 19» to actf^ 
d«K« with ^nerally aceepced eoventmert audWnc ttandanU. 



CCDPHP Programs 
Targeting Hl^-Risk, 
Out-of-School Youth 
Slow to Develop 



ccnv-» to CDC"! tei-d center rt*pocwibk for wv educa^ 
ywut T^e a vteWjn of Adotaoem and Schoo* KeaJUi to oc^ ca»ftt to^ 
ilatiri a nattonwVk wv aducatloo peofram for youth to fiacal ye^ 
For 3 prtdwt yt«^ ocDfw hM piwfckd ««4itauce to «^ 
educatkw i*»Kte3 and national orianlaslona to hilo achoote aaS er^ 
nliatioiw KTvInt yout lmpJeT*enit mv educaUon pn^craina. 



OCDPr Focused 
Prevcnujn Besoarces on 
the In-Schocl PopuUtlon 



in naeal year I CDC altoctf«rf 1 136 miDkw of to budtrt for aU Ai« 
prairan* Tt»to Iftcr,^ to about $435 tJUk» to ftocal ye« 1»0. >fa^ 
oflhcaefun* t used for prevention actlvt:ka,euchaacounaeflnt 
t^dt2^a^^ iduc»tfa» tnd rtak r«hK!tion. and mtaortty Inltla. 
Uve«whkha», ..cUnistettdbv »nother«mpooentof coc.<«(»oe 
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pp. 7-3). About lOper«ntofthbover»Ute»ngwttUrfeted^)edn- 
caUy for youth cducatkn acthrttSes in ocxvBP (see fig, U 




CDC initially tsrgrted the ftmdft foe youth to the livach^ 
cdodidsuitoo ssVl they 40 becacM young people fa\ 
org2£d2ed syalen nd ««9 e*skr sure eflkkst to 
Abo, th^ constituted tl« TOtK*^ of ycuth. aid 
school aystm oookl tnnorace behavior befov« tbey <!rc»(^ 
flchooL 

cccfW<tistrtbat<dn£arty80percertofHivcduc»l^ 
cal years 1887 aM 1909 to state and local etSf K-itlflna^Tnde* to suppoct 
HiY educstioo prograna for an youth. In 1 060, 1 19.6 aOta icss 
awarded to 71 state and k»J prograsta for air educatioa for youth. Ihe 
avtrsge azaouiit per pro-am waa leas than 1273^ to cofver both In- 
schcx)! and outKif-school BTV* echicaidon. OCCEW expetts to a^^ 
120.65 mUto to edaratloQ a$eKks to fiscal year 1990. 
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cccw abo provxM m nUUkxi tn 1968 «ui $5^ RdUaca tn leee to 

ivktiosul or^vUzatiom, such «s the Natk^ 

V -Hilh Scrvfces (aee ng. 2> The tverMe MiociA pfwfcW 

S2»5,000bil969 In 19g&.crofuiK3edlgn>aopaloci(infai ^^ 

whkA 6 tari^ted out-of -9dx»l or minority y«ah. A bcW 

the 0CI>Pl^^fuxK]ed pr^;^^ tn eM^ of tbcM nUou^ 

appesKi: ~ n. ocom expects to anirsrd about 1^ mUlkn to nat^^ 

nixatkxa in (tocal year 199D. ocspsp chose to uae ooopendre a^r^ 

inents as the nznding roechaidsa for <tate» local ukI nstkjc^ 

TTils mechanSsm altoiped redpteits cooskS^^ 

tng their prognons.* 




Thnxj^h the cooperative agrzerocnt p««s^ oCDMff re^^ 

cation departznents deveSop ffiv* cduattion prograsns for U>«hool youth. 
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CCDPHP-PLnded HIV 
Education for Out-of- 
School Youth Is limited 



These progrsjna weT« to iMiude (1 ) <fevrioptog Kxv cu^ 

ing maUirUJs, (2) tninins le«cher», (3) lOte^^ 

exxxa. «M (4) oocnpleting suireys of sbxSenu* »v loyy^^ 

aiid beh*vior». CDC dao expected iheo^ dep*rtraent3 to dc^-ciop aiix^ 

tkxi pcogi juro for outK>f-«chool youth aad to coUcbonte with <x^^ 

tlofts that woric with these youth. 

vmk tn-Kh(»l <<hicatk)n pcofruttt hAve been Uund^ 
dlstrici*, In our oomparJon report we Identined defWende^ 
«jve«w of HIV e-lucitloo progrww :wd the tevd of tx^^ 
thtt lire due In p«rt to tnsufflcknt AindlRg. 



Generally, oCDiw^funded kiv eductdon for out-of-scho^ yxxith his been 
Umited ccnn? reUe* on state and local educstkai asenrieM to 
effom to retC4^ thb group. ooirtiP also provVks &.6 percntf of th; tctsl 
youth HIV edxicattoiftmd* to stonatjonalorgan^tWa to tayget their 
efrorta to out-of-echool youth in fbcal year 1830. 

Under the cooperathw «Ciecm(nta, sUte and local educatfon i^eiKks 

designed their own mv edTv:atk)n progrifTx ccDTEr pro^^ 

guidance on how to approadi out-of rachcol youth; the asreetnent 

amwuzvmeca ctated ocOy a b7o«d oi^ective. !^ dkS ooDPtir 

what portion of any pcfticular coosserath-v agreement was to be spent 

on out-cf-achod youtk Conriequemly. fttte and k)^ 

(the n^Jority of rtc^4e» focuaed nwat efxorti in their area of cxper- 

tiae, tn-Khoo( rouOL com estimated tha£ about 4 per^ 

about 7 peroesA of kxal ediKttion agency ftc ift have been cpsnt on cu^ 

of-sdiroi vouth la tiBcal year tQ6d. 

Very few of the education agvftdestarveced bu: cf-echool youth for any 
HIV edu^ 2kn aervlces. Such eenrtoea tnciudad direct outreach or instruc> 
tk» anc^ deai^a of as^sYspriiie tav educatkA foaccrlaiis and cu^ 
After 2 ye&« of lUxKiing abotEt oc£4hlrd of the criginalty funded state 
education a^endeahsd done UttleinfU 'SanasciepreiiiainaxypUnnins 
azkd Identiiytng orgsnizatloni woridng V ^ out-of -achool youtK Even 
thoee iocal edocatkm agpTKte* ftcthr^ developtng pror«s» f or out^^ 
schoolyo;^ taeritytargKedatternadve education prograxM, such as 
pro^raas for wecna^sd pamtfs a* problexa youth within th* school tys- 
texn, rather than hoineiess or ninswcy youth. None had conducted 
survey) to obtain baseline dau on youth's err knowkd^ bet^ 
beha^TS. 
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;:;T»xtedbtrT4<t»toeducatk)nforthtohigh^ group IndixJfd the f<^ 
towtag: (1) sut« end kwl cducatkw ««efKle» Ucked exp^^ 
out-of -schooJ youth end the ocgMi««tk)tts th*t serve thwn, (2) few 
gukSellne* or educ*tk)nil mstetitb t«get«d to out-of-«c^ 
avaiUble. (3) communlUes tmvt mbted «rv e<hic«Uon, «d (4) out-of- 
school youth tie diffkult to rc4ch. 



CCDPHP Has Strengthened 
Cooperative Agreement 
Requirements to Target 
Out-of-School Youth 



U WW not untU the third prx^Jtv^i ye«r(ftocal >e«r 19S9X that ooirap 
roiuwted state aw5 toctl educalton igency rtdptents to iped^ 
Uvc5 wd profTwn tctiv-Ules for out-of .«chool youth. Thoe rwiulrtd 
KtWtties u¥iude: ( 1 ) dev^op^ng dm on the mtrnber of «gei^ 
Msisted by the redpUm th«t provkSc Kiv education to out-of-adKX)i 
youUt. (2) tsshtlng schoob ai¥5 tecal edwratton agencks tn R*^^ 
groupe that serw out-of-adrol youtK ^ <i (3) proenotirg effective HIV 
education programs ta schoob and agencies tcnrtng out-of -school youth. 



OCDPHP Plans to 
0\'ercome Barriers to HIV 
Education Efforts by 
Relying on Health 
Departments 



Because education agencies had diffkultlea aervHig out-of -achocl youth, 
ocDTHf plans to target these yoo through adolescent health programs 
In local heaWi departiTvenU or soine other fcxall/ designated agency 
L«ter this year, cxxrar hopes to award about 1 1 1 milhon among such 
le*:tagek^tn«ixciti.^ «rith a high incidence of Aa& The designated 
-5e<Kie» will coordinate a)fwnurity wv education efforts m those ci^ 
As pttxt of this initiative, e*ch coaummity will conduct a needs assess- 
mrrrt to identify service and policy gaps and devise a comprchenslw 
ai^woach to provide the fuU lange of services* inchjdlng rav education, 
to out-of -school youth. 



CDC's Center for 
Prevention Services 
Funds HIV Prevention 
Activities Targeting 
Out-of -School Youth 



Whik OCDPHP has only recently begun to focw its program on out-of- 
school youtix. the Center for ?xv«.-ulon Services has been funding pre- 
vention programs throu^. co^erative agreements with health depart- 
rocnts and community -based organliaticas to populationi at risk, 
including ottt-of-schoo! youth. Cf3 haa programs in place that reach out- 
jf-schooi youth and inchidr (1) atate and local health depaitmenl pre- 
vention programs to support Health Education and Bisk Reduction 
activities and special Mlrwrity Initiatives. (2) ATOCcramunity Demon- 
stration PrctVects to conduct research on cdtenunity «v educatksn strate- 
pen^ and (3) di^ctly funded community-baaed o'^niiatlofts to d#vetep 
Mv prevention programs for minonty and high-risk groups. 
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Under the nm pfofram. Health Educattai and Rtok Reductkw. txM- 
tics tndude group counseling of rav-infected Individuals and street txX' 
reach pfX)«rana for totravenou»<truC L»er». prostitutes, a^ 
youtK The joaJ b to eiUte: the siqjpwt of those at risk, HW-Uif ecte^ 
vkiuals. minorities, and school educators minority Initladva Indude 
street outreach trforts iar|ett3g street youth or tnttavenou*<mig WW 
and referral of hlgh-ritic Individuals to medkal and testing sites by 
communtty-based nilnortty organliatlone. 

Under the Aia Coitununlty Democstration P^^^ect, cw 
pftOe^ts in seven locaflons acroas the country to devekJi^ Impte^^ 
tndevahuite wothea to prevent mvtra n a m iaai on The pc<»gta f ona 
on hart-to-reach populattott. suA aa imravenou*4ru| usCTS not in 
treatment, sex partner* of Intravenooa^mgu pnarttutea, end 
street youth. 

era directly funded 64 con tnunity-bsaedorga n hi ti o n s in July 1689 to 
develop HJV prograna fcr lalnortties snd high-risk ffcups in the metro- 
poUtan statistical areas RMMt heavily jfTxted. One objective of theae 
awartb Is to cstabU^ coUaboratSon aiK»g cotnmonity orgsnitttkin^ Kiv 
education and preventk» service agencies, and public ocpnlMdoos, 
such as local and sute health departxnenta. Ihe programs wlU tax^ei 
youth, men who :»ve sex with mtax, tntravenountrug user*, f emak 
partners of persons at rtik, prostitutes, and the hometess. Activities 
indude street outreach, peer educatJoo. and drug educatton. 

WTUIe we have not evaluated the effectiveness of crs programs. cr« does 
tsigrt oui-of-school youth. The new Inlti-Utve In ccdphp for out- of-eg wol 
youth appears to dupUcate the already functioning. Uiiper c« programs. 



Other Federal Efforts 
to Educate Out-of- 
School Youth 



Other federal programs provide or support ffiv education and preventkm 
pn^)ectsforout-of•achoo^yout TV Job Corps requires AOS education 
as part of Its cunlculum. The Health &csourc«s and Services AdmLiis- 
iratioo funded demonstration prctfecta t. support and oooranate a wide 
range of AIDS treatment und support services, such as outreach educa- 
tion, and prevention scrvicra, in citKs with the highest Incidence of 
reported ARfl cases. 

Three federal agencies— the National InsMUtte of Mental HeeUh. the 
Nuional Institute on Drug Abuse, and thi Offlceof Juvenile Justice and 
Prevention Delinquency— funded studia to devetopUKl assess the 
effectiveness of Intervention programs In promoting behavior change in 
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nin«w«y«ndhoct*el««voulh Appewitx lU provid« « brief desciijAion 
of esch prqject 



Groups Not Funded by 
CCDPHP Provided 
Most HTV Education 



In addition to ocorKP, other orgaxUzatlona funded out<f -tchool hiv edu- 
cattoft effort*. H«2th deparvments end other grou^ 
munity-baaedofSanixationaattherar tre<itMnt direct provlden of hiv 
education Us out-of-echool youth. Moav were runaway ahclteri, runaway 
referral centera, or dfop-ta center*. About three-fourthi of these or«anl- 
xatk)na recdved some ninda apedfkany for educating out-of-achool 
youth directly from f oderal agendea other than r-^ (aee app. fllX pubUc 
health departments, and prrvate foundationsv .^aa the Robert Wood 
Johnson Foundation, Actlvtoes induded street outreach; distribution of 
condonw and Kiv education pamphlets; video presentatVsns; group ses* 
sions; peer education; and acMrraslng basic needs, such as food, dothing 
and shelter 



Conclusions 



The youth hiv education program has multiple oyectives. However, 
funding for cooperative agreements has been rrtatlvdy low. The Center 
for Chronic Disease Prevention and Health Promotion ha& historically 
dealt with health education for youth, OCDW originally worked prima- 
rily wrtth education agencies and focused on Uvschocrf youth. It provided 
little guidance to cooperative agreement redpienta to focus on o«t-of« 
school youth. As a result, after 3 prctject years, moat attention h*s been 
focued on tn-«chool youth and imle attention on out-of-school youth 
To rtanedy this probtem, ocoPHf' plans to sponsor adoleacent health pro- 
grams in local health departmenta or oommunity-b8ai»d a^ganizatlons. 

cowKP has started devel<^)ing ties with the health uepaitntents and 
community-based or^ant^atioRS that serve out-of-school r«ith. How. 
ever, exlsing HIV programs in the Center for Prevention Services have 
been woridng with these type* of orgsnimioRS and are reaching o«t-of. 
school youth. Our worlc did k;: focus on how well CTP has served these 
youth, but CPS has systems in place and previous experience with thto 
group* 
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Recomrnendation to 
thei>ir«ctorofthe 
Centers for Diii^ease 
Caitxd 

Agency Comments 



In view of 0« po««ttai <tuplfcatk« to coo-fUw^ 
of the CHtten for Dtor^ae ControJ thouJd oonikkr 
of the Center for ChrocUcDfcK*»ePtrvenboniuKlHe«lt^ 
tinwd J* out-of -school youth erfuatkm teto the 
Serviods. 



M the request of «w comnUttee, we did tK* obttln fcnial conun^ 
thto report. We dlKaiaed the contents of thb report wtth ««ency o^ 
cialft •»! f"CocT)or*ted their techaktl atd fKtuil c»fi^ 
spondence received ts SOTroprttte. 



Aa WTK^ed Htth your of flee, untet you pul^ «uw«i*ce 
e«rikr, we pJtn no further dstribution of thto report unai 30 days after 
to towe date At thrt time, we win send coplet to the Seoetaiy of 
HeaWi and Huwwi Senrices, the Director <rf ca; «nd other intcreeted 
p«rtka arid Witt i»t>vl(k copies to others on reqoeat 

pteise contact on (202) 27M196 If you or your Maff have ai\y ques- 
tions cocKsetnlni thb report Olher major contributors to this repo^ 
Usted in appendix VI. 

SlxK»rtiy yours, 



MarkV.Nadel 

AsaodiU Director. KatkxuJ and 
Public Keatth Issues 
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Appendix I 
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National OrfaiOiationi 
StatrCaucartai A^nctea 

Oomimmtty-Baaed Ovyanbationa 



Appendix n 
OCDPHP-Punded 
National Organizations 
Targeting Out-of- 
School Youth 



Natkxul hkftvnork of Runsvray ajKi Yooth Senices 
^btk)CttIOrfanlxafioRofBlac^ JounOrOmdtls 
KatioaalOoiJfUonorHbpan' ^etth and Human 

Servicet OrfantatkM 
Natkn:^ i>»Ution of Afhrock^ f or Stu(kntt 
Center fcr PopuZatloa OpOoro 
Natksnal Cocmniaalon on Corm^iiocuJ Health Care 



Appendix m 
Non-CDOFunded 
Federal Progranis 
Addressing HIV 
EducatiOTi for Out-of- 
School Youtii 

Appendix IV 

Msuor Contributors to 

This Report 

Figures 



Department of Uealth and Human Servioea 
Deptrtznentof Justfoc 
Drpartment of Labor 



H£ure 1: ntcal Year 1900 CCDPHP Funding for HIV/ 

AIDS Programs 
FISUK 2: DIatribution of F\mda In Pbcal YesTi ld87>00. 
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AMMrtvtot&oM 

AIDS »oqutred Uamnodf flcimcy gyndrome 

oconir Cotter for OwoiicWieaiePrcvttUkwaMHean^ 

CDC CentmforDtteMeContTOl 

CPS Center for Prevention Servto 

Ksv huk:»n immunodendoftcy vtrus 
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Appendix t 



Agencies Contacted During Our Review 



Federal Agencies 



DepamnentofHealthand SS'SSSSSh-iu. 

NstkMua Imtttute of Drug Abute. 
Uet ResounxtandServkMAdmlnlstntSon. 



Human Services 



Department of Justice 



Office of Juvenile Justice and Ddiwiuency Prevention. 



Department of Labor 



Office of the Job Oocpt. 



It rWo«i,«Hft«Q N»tk»«lNet5TOric of Kuntway and Ytfith Service*. 

NaUO-^ai Organizations f;,ao„riOr«anii*tlon of BUck county OffWal.. 

National Codidon of Advocates for Students. 

Nationa: a«lttkn of Hlapanlc Health and H^iman Servloea 

Or^antatloM. 
National ConutdHiQa on Oorrectional Health Care. 
Center for Ficixilatlon Opdona. 



State Education 



California State Depaxtment of Education. 
Colorado Departaent of Education. 
Connecticut State Department of Education. 
Florkbi Department of Education, 
minoto State Board of Educatkn. 
New York State Education Department 
Texas Educatkn Agency. 



Local Education 
Agencies 



Schou Board of Dade County (Miami). 
DaDas Independent School DUtrkt 
Denver PubUe Schools. 
Newark Board of Educackxt 
New York aty Board of Educr^ 
San Frandsco Unlfled School Dtecrtct 



QAo/«i&a>-mAiPa r <a M<i «iiwo nr ad w w < T«i<fc 
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Coninunity Based 
Organizations 



California 



New York aty 



DUkwikI Youth Shelter, Sm FtmkIsccx. 
Huckkberry Howe, S« Ftr»tidtca 
Uridn Street Youth Cwier, S« RrindKa 
Youth and FunUy Aariitanoe, Redwood Oty. 
ChUdrtn of the NHht, Hollywood. 

OptkxaHouae, Hollywood, 

Gay awl Lwttan AdokaoBt Sodal Senice», HoUywood. 

Avance Human Servicea, Loe AnjeJea. 



Adolescent PmJopmenl Projra:^ 
Covenant House. 
EraergwcyShdter. 
VlcttoaSefvkea Agency. 
Adokflcent Ai» Program. 
Prq}ectStreetbeaL 



OUier States 



The Bridge, Inc., Boetoft, Maaaachuietts. 

Ttw Miami Brid«e, Miami. Florida. 

-riie Kiddle Earth. Aurtin. Texas. 

Outreach, b^. Atlanta. GeorgU. , „. ^. ^ 

Seattle Vouth and Community Strvlces, SwttJc, Waahlnstoft. 

Southeast Network of Youth and Family Servloa, Durham. North 

Carolina- 
Youth Bner^ency Services and Shelter. Dea Uotnea. Iowa. 



O 
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Appendix n — 

OCDPHP-Ftmded National Organizations 
Targeting Out-of-Sdiool Youtii 



National Network of 
Runaway and Youth 
Services 



Tl« Nattocul Network of Runaway wvl Youth Smk«' Safe ChoJ^ 

Ptoiect, funded in nscal year* 1967, 19e8.and lW9,fa»coinprrf««lve 

«v-p«vfittlOft education effort for wac^Ung nintwiy and 

youth. Tl* corneritoc* of the pn^Ject b sm wv edv«i^ 

runaway Md hoindct* youth tcrvlce organliaUonf dev^ HIV edw 

tksn poBdes and Imptenem projrams for Wjh^cik yo -th. 



National Organization 
of Black County 
Officials 

National Coalition of 
Hispanic Health and 
Human Services 
Organizations 



National Coalition of 
Advocates for 
Students 



Tlw ^atio^^al Orsanliatton of Bla(* Cs-inty OffWaU. funded fl^ 
rwioer, l9e8,andl988.todevetoFtagamoddKn^eduatiooa^ 
prevention procram tar«etinf black Wid itU^^ 
gr«n\ involvea outreach, tr»Wn«. «nd curriculum devdor^^ 

Tlw National CoaUtton of Utepank: Health and Human Scr.ic» Orga^ 
lattona, funded In £lKal>W 1067^988, and IPeO. it d«J^ 
increaae the number of Hispank: youth KTvJce a«enclca off crtnj Kiv cdu- 
catkxt Tl* pn^)ect wpporti tocal tra^ activities in Hln>*nk; you^ 
servkse Mcndea, 



Suff of the Natkmal CoaUtkm of Advocate* for Students, funded in fb- 

cal yeart 1967, 1^, »nd 1969, work with oonmunity-baaed orjanUa- 
tk)o», health a«enck». and misranl and lm»4l«ram or«aniiatk)fts to 
DtwWemveducatton to migrant and lmmigr»ni youth. The pn^ 
liiaea HIV educatton awajtncaa in. and provides Kiv educatk)^ 

to, thcte o««anlratk)0». 



Center for Population 
Options 



Although funded in fbal year 1987. 1988, and 1989. the Center for 
Populatkw Opttona did not Impkmenl an out-of-«hool youth cocnpooent 
untU the aeccod prt*)ect year. The C«tef,proirt(k» traln^ 
and technical aasiatanoe to three afnuatea of Big Brothcfi Big Slslert. 
YMCA, and the Salvatkw Army to tssist them in devekjplng their own 
Kiv educatton programs for Wfih-riak youth. 



The Nattonal Commiwion on Correcitonal Heahh Care received funding 



National Commission yean 1M8 and 1989 to help JuvenUe confinement fadUties pro- 

on Correctional Health /We m education 
Care 



OAO/IOt^Ill AIDS K Ot ntU m torOl rf t rfc P^IT*^ 
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N(Mi-CIX>Fimded Federal Programs Addressing 
HIV Education for Out-of -School Youth 



Department of Health 
andjjuman Services 

National InsUtuteof 
Mental Health and 
National Institute on Drug 
Abuse 



HealtliResouices and 
Scrvicea Adminlstniticn 



' The NalUwalliaatute of Ifcnua Health *«1 the 
Dnii Abu« fUnied the wv' Cemet f or Ob^icri *«1 
O^SnbU Umvei^ty In Sepcetnber 1087 for a S-yetr ftujf to ev^ 
the effecUvtnesa of wv education pro(r«jn» forout-cf-^awol youth. 

dfkally the CentiT to deaijiUng •i»d eviiu«tta< »n tat^^ 
to deotiae hl|h-rt»k behavto:* wnon* fay «ndnii«p^ 

Thcprogras cowiaUof fourcfforttalraedalinedlatlnfhi<Ivrt^ 
behavtofJt-* (ObulklooexfattagpcocrmiMioliCTeMej^ 

^SS«taten)er«n.l ••"rtl^^^ 

to provide health care. lndudta»*«« to coodoent. 



National InsUtule on Di^ig 
Abuse 



The Health Re«)Cit« and ServkM Admlidatratkjn 
onstiatloo pn^Jecti to aupport and coordinate a wVte 

ca^ SS«rt terrtoa include ou^^ 

vtc« f or and nOixrty poj«l«kw e««^ 

k)ra M^d for lntr»venou»<ln« mera. By the end of meal y**' 

«fanlntatr»tk« had awankd appnwlniudy «0 milium 

,ervk«detnonrtratk)np«t^»ecUtal5aUtes.WashU«^ 

Puerto Rico uid rt<^>C8ted « 14^ mmk)n to cxJiTtinue tK^ 



Sir^ 1987. the raikiral Institute or, OrusAbwehMcowJu^ 

•*ational AIM Detnoftttration Reaean* Pn*)«t, w 

Uvenem of various cdocatiott and interkTntJon v'Khniquea In proc^^ 

^S^S^tortducctVri^ofKiv.Som^ 

prehenslve community outi^ democirtraXton 

J^;^t», as ^ aa 12 Aiowaifrted ou^ 

fxus on nmaway and dehnquent youiK In nscal year 1890. the IM^ 

uxte awarded a tool of $36 mUlion for this pct^Ject. 



:RJC 



2^ 



Department of Justice 



en 



OfnocofJuvenUcJwrticc ^^j^^^^^^^^^^^yt^gy^Hk^ 
andDeUnquency MMi«NtfKl^youtlLTl«OtllctswwM«M^ 



gal <Sn« iM^ Mtf MIAMI txpMts:^ vMog thflM 

pnmM. ITit Cr;tfcr pteii to ti^boontncc the Ntt^^ 
RuMirty tad Y<5Uih Serdow to hdp c»nT JUt thb rtte^ 



Departmait of Labor 



Job Corps 



Tt» Ofn« or the Job Cori» peoTkto bwte cduMtteul tw^ 
tntsti«farrNithQiul IfltotI whotretcverdycducttJooiayoc^o- 
iMiiiiarj lUt^irftr i TV rnfTi\ri ^ p^'**^^ r*^^^ ^ * 

aKUns tn whkb youth m pcovkM wtth housl^ 
snd »e<»cri «nd Cental cKt. About 60/)C0 youth tt<^ 
prx«r»me«±yw.wHhaorraT^W-»tthof«t«y ofaboulSnvj*^ 
All Job Cocpt JUff «ad itaiktto mart recdre lav erftto^^ 



c*Qi I limine 
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A ppendix IV 

Mstfor Contributors to This Report 



Kyman Resources 
IHvisioiu 
Washington, D.C. 



J4met ShiW«, DIrecter, HetJth FfaaKir« »d 

(202)276^1 
Mkha^GoUmld. AiiiataBt Director 
Cynthia BMCCfiU,AaMntDiracsor 
Cheryi Oro«» A«i«Mac9i Msttgcr 
Vlrstoia T. DoullMw Kepocn Anlyti 



Boston Regional Office 



Ann Tbomas* Bvthiatcr 
Qvistlne Laartott, Cvah»tor 
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